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1.0    INTRODUCTION 

1 .1    Background 

The  purpose  of  this  document  is  to  present  a  guide  which  can 
be  used  by  state  Medicaid  agencies  to  improve  controls  for  preventing  erro- 
neous payments.  This  guide  was  developed  in  the  course  of  a  contract  with 
Control  Analysis  Corporation  of  Palo  Alto,  California.  It  incorporates 
findings,  both  positive  and  negative,  resulting  from  assessments  performed 
in  the  contract  of  the  controls  on  erroneous  payments  in  eight  states.  The 
hope  is  that  all  states  can  benefit  to  some  degree  from  the  observed  strengths 
and  weaknesses  of  the  eight  states  examined. 

For  the  purposes  of  this  guide,  erroneous  payments  have  been  defined 
as  any  payments  made  contrary  to  clear-cut  regulations  or  policy,  Federal 
or  State.  As  such,  this  definition  excludes  payments  for  services  which 
may  be  considered  overutilization  where  the  latter  is  defined  in  terms  of 
medical  judgement,  even  while  such  payments  may  be  contrary  to  policy  in  a 
general  sense.  While  this  area  is  viewed  as  being  of  great  importance,  it 
was  excluded  from  the  scope  of  this  investigation.  However,  where  certain 
utilization  controls,  such  as  prior  authorization,  have  been  established 
in  the  regulations,  payments  contrary  to  those  controls  are  indeed  defined 
as  erroneous  payments,  e.g.,  payment  for  a  claim  lacking  prior  authorization 
where  prior  authorization  is  required.   For  convenience  purposes,  erroneous 
payments  are  organized  into  the  following  major  categories:  ineligible 
recipient;  ineligible  provider;  duplicate  payment  (exact  and  near);  above 
allowed  "reasonable"  charges;  other  sources  of  payment  available  (other 
insurance.  Medicare,  accident  liability,  patient  spenddown,  and  co-payment); 


The  eight  states  are  Virginia,  Nebraska,  Connecticut,  North  Dakota,' 
Kansas,  Oregon,  Oklahoma,  and  Georgia. 


incorrect  and/or  incomplete  claim;  other  payments  not  allowed  by  regulation  or 
policy  (e.g.,  cosmetic  surgery,  incidental  .surgical  procedures,  post- 
operative visits  billed  by  a  surgeon,  etc.). 

The  guide  consists  basically  of  three  components.  First,  a  checklist 
is  provided  which  identifies  possible  erroneous  payment  claim  situations 
common  to  most  states.  A  state  may  use  this  checklist  to  help  assess  the 
completeness  of  its  claims  processing  controls  for  erroneous  payments.  Second, 
a  summary  is  presented  of  the  control  weakness  observed  during  the  course 
of  the  eight  state  assessments,  and  such  a  summary  should  be  useful  to  a 
state  in  determining  whether  it  may  have  similar  problems.  Finally,  a  variety 
of  control  procedures  are  presented  which  a  state  may  adopt  for  specific 
areas  of  erroneous  payments,  many  of  these  procedures  having  been  observed  during 
the  state  assessments. 

Note,  it  is  not  intended  that  this  guide  define  a  comprehensive  system 
specification  to  be  adopted  in  its  entirety  in  every  state.  It  is  rather  a 
collection  of  control  ideas,  some  or  all  of  which  may  be  of  use  to  any  given 
state.  The  guide  should  be  helpful  to  any  state  attempting  to  develop 
specifications  for  a  new  Medicaid  Management  Information  System  (MMIS).  Al- 
ternatively, it  can  be  of  use  in  aiding  states  to  improve  specific  areas  of 
their  existing  controls  where  there  are  weaknesses.  The  various  control  con- 
cepts in  the  guide  have  therefore  been  presented  as  independently  of  each  other 
as  possible,  and  both  manual  and  computer  methods  have  been  included,  so  that 
the  suggestions  will  be  of  use  to  a  wide,  variety  of  states. 

It  should  be  noted  at  the  outset  that  two  crucial  elements  of  any 
system  for  controlling  erroneous  payments  are: 


1.  a  quality  assurance  function  (including  techniques  such  as 
paid  claims  sampling)  to  monitor  the  level  of  erroneous  pay- 
ments made;  and 

2.  an  evaluation  and  planning  function  to  determine,  on  a  continuing 
basis,  the  cost-effectiveness  of  increased  or  reduced  erroneous 
payments  controls  in  particular  areas. 

Only  in  this  way  can  a  State  adequately  keep  abreast  of  its  changing  needs 
and  thus  make  informed  decisions  regarding  controls  such  as  those  presented 
in  this  guide.  Thus,  a  particular  control  may  be  cost-effective  for  one  state 
but  not  for  another  due  to  differences  in  patterns  of  medical  care  and  dif- 
ferences in  recipient  populations.  Furthermore,  the  cost-effectiveness  of 
controls  is  a  dynamic  issue,  where  a  control  which  is  not  needed  at  one  point 
in  time  (or  is  too  costly  considering  the  benefits  it  brings)  may  become 
necessary  at  a  later  point  in  time-  A  small  area  of  erroneous  payments  may 
become  a  large  one,  as  regulations  change,  as  providers  learn  about  the 
system,  or  as  the  deterrent  effect  of  the  controls  changes  over  time.  This 
only  serves  to  emphasize  the  need  for  some  routine  set  of  procedures  which 
enable  a  state  to  periodically  assess  the  need  for  new  controls  as  well  as 
consider  the  possibility  of  dropping  existing  controls.  These  points  are 
discussed  in  greater  detail  in  subsequent  sections  of  this  report. 
1 .2   Organization  and  Use  of  this  Guide 

Since  erroneous  payments  are  dynamic  and  differ  from  state  to  state, 
the  first  step  in  using  this  guide  must  be  to  identify  those  areas  in  a 
state's  system  where  controls  are  lacking  or  incomplete.  The  Appendix  provides 
a  basic  list  of  potential  erroneous  payment  situations  which  are  generally 
applicable  to  all  states.  These  situations  may  be  considered  as  a  "test 


matrix"  which  can  be  used  to  determine  the  adequacy  of  state  controls. 
That  is,  if  the  state  had  a  facility  for  testing  system  response  to  fictitious 
claims,  the  list  of  claim  situations  in  the  Appendix  could  be  used  to  generate 
a  comprehensive  set  of  test  claims  which  are  known  to  be  erroneous  and  which 
thus  provide  a  good  test  of  the  state's  controls.  While  most  states  do  not 
have  such  a  facility  for  test  claims,  such  a  list  of  erroneous  situations 
can  nevertheless  be  used  as  a  guide  to  determine  the  presence  or  absence 
of  controls  for  detecting  each  such  situation.  That  is,  one  can  ask,  "what 
would  occur  if  such  a  claim  were  submitted".  The  list  of  erroneous  claim 
situations  has  been  developed  for  the  purpose  of  such  an  approach. 

The  list  in  tne  Appendix  should  be  custom-tailored  to  the  specific 
policy  and  regulations  of  the  state.  In  some  cases,  the  list  indicates 
that  particular  erroneous  claim  situations  are  conditional  on  state  regu- 
lations, and  in  these  cases,  the  State  Plan  and  provider  instructions  must 
be  examined  to  determine  whether  the  claim  situation  must  be  changed  to 
fit  the  particular  state  situation.  Additionally,  the  State  Plan  and  provider 
instructions  must  be  examined  to  determine  whether  additional  claim  situations 
should  be  added  to  reflect  specific  state  policy  or  regulations.  For  example, 
if  the  provider-  instructions  state  that  "chiropractic  visits  over  two  per 
month  must  be  prior  authorized",  then  an  appropriate  erroneous  claim  situa- 
tion is  "Claim  for  third  or  greater  chiropractic  visit  in  a  month,  without 
prior  authorization". 

In  Section  2  of  this  guide,  there  is  a  discussion  of  the  control 
problems  observed  during  the  course  of  the  assessments  of  erroneous  pay- 
ments in  eight  states.  This  discussion  should  be  of  additional  use  for 
determining  control  weaknesses,  as  a  state  may  recognize  problems  in  its 
own  system  similar  to  those  noted. 


Once  existing  controls  have  been  evaluated  using  the  Appendix  and 
Section  2,  the  next  step  is  to  determine  how  improved  controls  can  be  imple- 
mented where  deemed  appropriate.  In  this  regard,  it  should  be  noted  that 
merely  identifying  a  potential  erroneous  payment  situation  is  often  all 
that  is  needed  to  determine  how  such  a  situation  can  be  controlled;  that 
is,  the  appropriate  method  of  control  is  often  straightforward  and  obvious  once 
the  need  for  control  has  been  identified.  Thus,  in  a  sense,  the  Appendix  and 
Section  2  serve  also  as  a  guide  for  controlling  erroneous  payments  in  addition 
to  being  a  guide  for  identifying  erroneous  payments.  Furthermore,  in  the 
Appendix,  comments  are  often  provided  which  point  to  possible  methods  of 
control  where  such  methods  are  not  setf  evident. 

Additional  information  on  methods  of  control  is  presented  in  Section  5. 
In  that  section,  we  present  a  number  of  techniques  which  have  been  selected 
based  on  their  applicability  to  a  variety  of  states  and  based  on  certain  uni- 
que or  non-obvious  features.  That  is,  the  reader  of  the  Appendix  would  not  ■ 
naturally  arrive  at  such  techniques  as  the  obvious  method  .of  control.  In  many 
cases,  the  techniques  have  been  observed  in  operation  in  a  state,  and  state 
references  have  been  cited  where  appropriate.  In  other  cases,  the  techniques 
are  the  result  of  accumulated  experience  with  erroneous  payments  in  the  eight 
states. 

Once  control  weaknesses  have  been  identified  and  possible  system  improve- 
ments noted,  a  state  must  make  its  own  determination  whether  it  is  cost- 
effective  to  implement  specific  improvements.  For  this  purpose,  if  the  state 
currently  engages  in  quality  assurance  and  system  evaluation  and  planning  activi 
ties,  this  task  will  complement  those  activities.  (For  more  discussion  of 
quality  assurance  and  system  evaluation  and  planning,  the  reader  is  referred 
to  Sections  3  and  4.) 


In  the  analysis  of  whether  additional  controls  are  desired,  particular 
attention  should  be  paid  to  grouping  erroneous  payment  situations,  as  this 
can  significantly  affect  the  cost-effectiveness  of  a  solution.  For  example, 
considering  the  control  of  history-related  situations  (see  Sections  2.3  and  5.1), 
one  particular  history-related  situation  by  itself  may  not  justify  extensive 
changes.  If  several  situations  are  present,  all  requiring  the  same  solution, 
the  changes  may  well  be  justified  by  the  total  cost-savings  possible.  On 
the  other  hand,  a  state  may  already  have  effective  controls  in  most  history- 
related  areas,  in  which  case  an  extensive  change  to  the  system  may  not  be 
worthwhile.  It  is  in  this  way  that  considerable  differences  may  arise  between 
one  state  and  another,  in  the  way  that  particular  problems  are  approached. 

In  summary,  this  guide  is  in  fact  no  more  than  a  guide.  It  can  help 
identify  areas  where  controls  on  erroneous  payments  are  lacking  or  weak.  It 
can  also  help  identify  possible  improved  methods  of  control.  However,  it 
cannot  substitute  for  the  state's  analysis  of  its  own  situation  as  a  means 
for  making  informed  decisions  on  what  system  changes  are  desired. 
1 .3    Significant  Erroneous  Payment  Categories 

During  the  eight  state  assessments,  one  important  activity 
was  to  obtain  samples  of  claims  which  were  denied,  reduced,  corrected  or 
returned  to  providers,  in  order  to  measure  the  impact  of  each  state's  con- 
trols on  the  detection  of  erroneous  payments.  It  is  useful  to  summarize  the 
results  of  those  samples  in  order  to  note  the  erroneous  payment  categories 
impacted  most  significantly  by  states'  controls.  By  noting  the  significant 
categories,  the  reader  can  more  easily  maintain  perspective  when  considering 
the  lengthy  and  detailed  list  of  erroneous  payments  in  the  Appendix  as  well 
as  the  discussions  in  the  following  sections. 


Table  1  summarizes  those  erroneous  payment  categories,  in  the  eight 
states  reviewed,  which  were  found  to  be  significant  in  terms  of  the  number 
and  dollar  value  of  erroneous  claims  detected.  Erroneous  payment  categories 
have  been  included  in  this  table  if  the  number  of  errors  detected  per  100 
claim  line  items  exceeded  0-1  in  at  least  one  state,  or  if  the  dollar  value 
of  errors  detected  per  SlOO  in  paid  claims  exceeded  $.10  in  at  least  one 
state.  If  these  quantities  exceeded  1.0  or  $1.00  respectively,  this  is  so 
indicated  by  an  asterisk  (*). 

1 .4    Processing  Resources  Considerations 

As  mentioned  elsewhere  in  this  report,  each  individual  state 
must  make  its  own  determination  concerning  the  cost-effectiveness  of  implementing 
improved  controls  for  any  particular  area  of  erroneous  payments.  However, 
one  goal  of  the  eight  state  assessments  was  to  investigate  the  extent  to  which 
observed  differences  in  control  practices  are  correlated  with  differences 
in  claims  processing  resources  and  costs.  It  should  of  course  be  stressed 
that  any  such  comparison  of  claims  processing  resources  is  at  best  dangerous, 
due  to  such  factors  as  differences  in  the  mix  of  claims  (e.g.,  drug  claims 
may  be  processed  with  much  less  cost  compared  to  hospital  claims),  differences 
in  the  regulations  which  must  be  enforced,  differences  in  the  scale  of 
operations,  differences  in  organization,  etc.  Additionally,  processing  re- 
sources are  also  affected  by  the  degree  of  automation,  and  while  it  was 
possible  to  obtain  fair  estimates  of  the  numbers  of  claims  processing  per- 
sonnel, data  on  computer  costs  was  often  of  questionable  reliability  (espec- 
ially in  those  states  in  which  Medicaid  data  processing  facilities  are  shared 
with  other  state  users).  Nevertheless,  it  is  of  interest  to  note  whether 
those  states  with  the  most  comprehensive  systems  of  controls  are  found  to 
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reduced,  denied,  or  corrected.     Erroneous  payment  categories  have  aetn   Included  in  tni5   taole   if  tne  nuirser 
»f  errors  detected  per  !00  claim  Mne  Items  cxceeceo  0.1   In.  jc  least  one  icace,  or   if  the  dollar  value  if 
errors  detected  ?rr  ilOO  In  jaid  claims  cxceeocd  S.'.O  in  at  least  one  state.     If  these  cuaniicies  oiceeaed 
t.O  or  Jl.OO  respectively,   this  is  so  indicated  oy  an  asterisk  (•). 

Applicable  only  In  sutes  which  Include  lietltn  Haintenanca  Organications   (Prepaid  Health  Plans)   as 
of  the  ."tediciid  procraa. 
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require  significantly  greater  resources  than  other  states.  For  this  pur- 
pose, estimates  were  made  in  each  state  of  the  claims  processing  person-hours 
per  1000  claims  processed,  and  computer  costs  were  also  investigated  to  some 
extent. 

The  conclusion  which  can  be  drawn  from  this  analysis,  subject  to  the 
data  limitations  discussed  above,  is  that  no  relationship  is  noted  between 
claims  processing  resources  and  the  comprehensiveness  of  the  system  of  con- 
trols for  erroneous  payments.  Indeed,  certain  states  with  the  most  compre- 
hensive controls  were  found  to  be  at  the  lower  end  of  the  spectrum  with  re- 
gard to  processing  resources.  It  is  especially  interesting  to  note  that  the 
one  state  with  the  greatest  investment  in  activities  such  as  quality  assurance 
and  system  evaluation  and  planning  does  not  require  excessive  resources  over- 
all in  the  processing  of  claims. 
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2.0    POTENTIALLY  WEAK  AREAS  OF  ERRONEOUS  PAYMENT  CONTROLS 

Upon  reviewing  the  results  of  the  eight  state  assessments,  one 
may  safely  conclude  that  most  of  the  states  successfully  control  the  most 
critical  erroneous  payment  areas,  such  as  reasonable  charge,  incomplete/ 
invalid  data,  exact  duplicates,  etc.  In  every   state,  some  noteworthy 
practices  of  varying  degrees  were  observed,  and  many  of  these  practices 
are  incorporated  into  the  suggested  control  techniques  in  Section-  5. 
However,  in  every   state,  there  was  noted  at  least  one  area  of  significance 
in  which  controls  were  lacking  or  incomplete.  The  purpose  of  this  section 
is  to  review  some  of  these  weaknesses  so  that  the  reader  might  recognize 
any  problem  area  which  may  be  applicable  to  his  or  her  own  state.  Note, 
the  order  of  presentation  is  such  that  the  most  common  problems  are  dis- 
cussed first,  followed  by  those  which  were  observed  less  frequently. 
2.1    Monitoring  of  Erroneous  Payment  Controls 

A  weakness  common  to  most  states  is  the  critical  management 
function  of  monitoring  the  claims  processing  controls  and  planning  for  system 
improvement. 

One  aspect  of  such  monitoring  is  the  use  of  quality  assurance  tech- 
niques, such  as  Sampling  of  paid  claims,  to  insure  that  claims  processing 
controls  are  being  correctly  and  reliably  implemented.  Unfortunately,  ade- 
quate quality  assurance  programs  are  rarely  found  in  state  Medicaid  pro- 
grams. Claims  processing  problems  are  generally  investigated  only  when 
brought  to  someone's  attention  in  the  course  of  normal  processing,  usually 
in  a  random  or  happenstance  manner.  What  is  needed  is  a  regular  quality 
assurance  activity  which  can  provide  key  inputs  to  management  demonstrating 
those  areas  where  processing  improvements  may  be  needed.  This  subject  is 
discussed  in  greater  detail  in  Section  3. 
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A  second  aspect  of  system  monitoring  is  that  of  analysis  and  planning 
for  system  improvements.  In  every  claims  processing  system,  there  are  some 
areas  of  erroneous  payments  in  which  controls  are  lacking  or  incomplete. 
It  is  crucial  that  management  be  aware  of  such  control  "gaps"  (through  con- 
scious analysis),  be  informed  of  the  quantitative  magnitude  of  such  problems 
(in  terms  of  erroneous  payments  made),  and  actively  consider  the  cost-effec- 
tiveness of  implementing  improved  controls  to  reduce  such  problems.  Additionally, 
it  should  be  recognized  that  any  Medicaid  program  is  highly  dynamic,  and 
a  control  system  must  be  capable  of  changing  in  response  to  changes  in  regula- 
tions, patterns  of  medical  care,  and  learning  on  the  part  of  the  providers. 
Thus,  there  is  a  need  for  a  management  function  to  effect  such  evaluation 
and  planning.  Unfortunately,  as  in  the  case  of  quality  assurance,  in  most 
states  there  is  a  serious  lack  of  an  adequate  level  of  activities  such  as 
these.  Emphasis  is  placed  on  the  day-to-day  operations  of  the  claims  processing 
system  rather  than  the  effective  long-term  management  of  that  system.  More 
discussion  of  this  topic  is  presented  in  Section  4. 

2.2   Duplicate  Claims 

Based  on  observations  in  the  eight  states,  some  of  the  more 
significant  problems  which  occur  in  controlling  duplicate  payments  are  as 
follows: 

1.  A  system  may  not  be  designed  to  detect  duplicate  claims  which 
are  processed  during  the  same  computer  editing  run. 

2.  A  system  may  not  detect  duplicate  claims  which  are  billed 
under  different  provider  numbers.  This  may  occur,  for  example, 
as  the  result  of  billing  errors  in  group  practices  or  in  cases 
where  providers  have  separate  identification  numbers  corres- 
ponding to  multiple  office  locations. 
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3.  A  system  may  not  detect  duplicate  claims  in  which  different 
but  closely-related  procedure  codes  are  used.  This  may 
occur,  for  example,  when  two  different  types  of  office  visits 
are  billed  or  two  different  versions  of  the  same  surgical 
procedure  are  billed.  Usually  such  errors  are  the  result 

of  coding  inconsistencies  in  the  provider's  office  or  by  claims 
processing  personnel  (in  those  states  where  procedures  are 
coded  as  part  of  the  routine  processing). 

4.  A  system  may  not  detect  duplicate  claims  with  overlapping 
dates  of  service'.  An  example  would  be  two  hospital  claims, 
the  first  for  January  1  through  January  30,  the  second  for 
January  15  through  February  15. 

5.  A  system  may  not  detect  duplicate  claims  with  different 
charges  for  the  same  services. 

6.  A  system  may  not  detect  duplicate  claims  from  different  pro- 
vider types,  e.g.,  a  nursing  home  claim  and  a  hospital  claim 
for  the  same  recipient. 

7.  The  file  used  for  checking  for  duplicate  claims  may  not  be  up- 
dated sufficiently  fast  to  detect  all  duplicates.  (Such  a  file 
should  be  updated  with  each  paid  claim.)  In  the  case  of  one 
state, duplicate  edits  are  performed  manually  using  a  CRT 
history  which  is  not  updated  on  a  timely  basis,  resulting  in 
duplicate  payments. 

2.3   Other  History-Related  Errors 

Aside  from  duplicate  claims,  there  are  a  significant  number 
of  possible  erroneous  payments  which  involve  relationships  between  more  than 
one  service  in  paid  claims  history.  Examples  of  such  situations  are: 
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1.  Separate  claims  for  pre  or  post-operative  care  associated 
with  a  major  surgical  procedure,  when  the  payment  for  the 
surgical  procedure  is  intended  to  include  such  care. 

2.  Separate  claims  for  pre-natal  or  post-partum  care,  which 
should  be  included  in  the  payment  for  total  obstetrical  care. 

3.  Multiple  or  incidental  surgical  procedures,  where  the  minor 
procedure  should  be  paid  at  a  lesser  rate  than  if  performed 
independently,  or  where  the  payment  for  the  major  surgical 
procedure  is  intended  to  include  payment  for  the  minor 
procedure. 

4.  Other  incidental  procedures  such  as  a  surgical  tray  (to  be 
included  in  payment  for  surgery)  or  blood  pressure  reading 
(to  be  included  in  payment  for  an  office  visit),  etc. 

5.  Services  with  frequency  limitations  set  forth  by  state  policy 
(e.g.,  pnly  two  office  visits  per  month  without  prior  authori- 
zation, only  one  dental  examination  per  year,  etc.). 

6.  Multiple  laboratory  procedures  which,  in  some  cases,  should 
be  combined  into  an  all-inclusive  procedure  to  be  paid  at 

a  lesser  amount  than  the  sum  of  the  individual  procedures. 

7.  Billing  of  initial  office  visits  for  visits  subsequent  to  the 
first  visit  for  a  recipient  for  a  spell  of  illness. 

8.  Readmission  or  split  billing  of  hospital  stay  as  an  intentional 
on  unintentional  means  for  circumventing  length-of-stay 
guidelines. 

9.  Drug  refill  occurring  too  soon  after  previous  dispensing. 
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The  control  of  situations  such  as  these  is  among  the  most  difficult 
tasks  for  a  claims  processing  system,  often  requiring  sophisticated  computer 
edits.  Most  states  exercise  manual  control  over  such  situations  in  those 
cases  where  the  conflicting  S(2rvices  appear  together  on  the  same  claims. 
However,  a  corimon  weakness  is  the  lack  of  such  controls  when  the  procedures 
are  billed  on  more  than  one  claim. 

The  reader  is  referred  to  Section  5.1  for  some  suggestions  on  methods 
for  controlling  such  situations. 

2.4    Cost-Reimbursement 

Certain  providers,  most  notably  inpatient  hospitals,  are 
reimbursed  on  a  reasonable  cost,  rather  than  a  reasonable  charge  basis.' 
This  means  that  a  payment  made  on  an  individual  claim  is  only  an  interim 
payment,  the  real  settlement  being  made  at  the  end  of  the  year.  This  mechanism 
leads  to  some  rather  unusual  consequences  that  are  almost  universally  mis- 
understood. Quite  commonly,  the  organizational  unit  responsible  for  processing 
claims  has  no  awareness  of  the  consequences  of  its  actions  as  they  relate 
to  the  cost  settlement  procedures.  In  particular,  considerations  that  seem 
important  to  a  claims  processor,  such  as  total  amount  paid,  may  be  irrelevant 
(when  viewed  as  an  interim  payment),  whereas  items  which  appear  to  be  less 
critical,  such  as  whether  the  number  of  days  is  entered  on  the  correct  line 
(e.g.,  semi-private,  intensive  care,  or  nursery),  can  be  of  critical  impor- 
tance. To  illustrate  some  of  the  difficulties  which  may  arise: 

1.    In  one  state,  it  was  discovered  that  the  number  of  hospital 

days  was  erroneously  entered  as  far  exceeding  the  actual  number 
of  days.  Since  it  was  noted  that  the  amount  paid  was  never- 
theless correct,  no  attemjpt  was  made  by  the  state  to  adjust  the 
number  of  days  to  the  correct  amount.  However,  the  effect  of  this  is 
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/ 
/  to  show  an  inflated  count  of  days  for  the  hospital 's.  cost 

audit  which  determines  the  final  settlement.  The  result  is 
an  overpayment  in  the  settlement.  Thus,  the  amount  paid  on 
the  individual  hospital  claim  is  of  minor  importance  (so 
long  as  accurate  records  are  maintained  of  such  payments), 
whereas  the  critical  data  which  affects  the  ultimate  settle- 
ment is  the  number  of  days. 

In  one  state,  it  was  discovered  that  the  number  of  semi- 
private  accommodation  days  had  been  erroneously  entered  as 
intensive  care  days.  Since  it  was  noted  that  the  amount 
paid  was  nevertheless  correct,  no  attempt  was  made  by  the  state 

to  correct  the  error.  Again,  the  effect  of  this  is  to  show  an 
inflated  number  of  intensive  care  days  for  the  cost  audit,  re- 
sulting in  an  overpayment  at  the  time  of  settlement. 
In  one  state,  when  refunds  are  received  from  hospitals  (e.g., 
due  to. duplicate  payments  discovered  by  the  hospital),  no 
adjustment  is  made  of  the  number  of  days  accumulated  for 
cost  audit  purposes.  The  result  is  again  an  overpayment  at 
the  time  of  cost  settlement,  due  to  an  inflated  number  of  days. 
In  some  states,  poor  controls  are  exercised  in  the  processing 
of' claims  for  cost  providers  (e.g.,  detailed  breakdowns  of 
charges  are  not  required  and  examined  ),  in  the  mistaken 
belief  that  such  controls  will  be  exercised  in  the  cost  audit. 


In  the  case  of  one  state,  outpatient  charges  are  billed  without 
any  indication  of  what  services  were  provided,  and  such  charges  are 
not  subjected  to  any  question  during  claims  processing. 
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However,  such  audits  are  typically  administered  under  the 
assumption  that  services  and  charges  approved  in  claims 
processing  are  covered  and  are  correct.  The  main  function  of 
the  audit  is  to  determine  provider  costs,  not  whether  individ- 
ual services  are  correct  and  covered,  and  the  charges  approved 
in  claims  processing  are  the  key  data  used  to  prorate  those 
costs. 

5.  In  some  states,  claims  processing  records  of  approved  services 
and  charges  are  not  reconciled  with  the  providers'  records, 
but  rather  the  providers'  records  are  accepted  subject  to 
reasonableness  checks.  The  effect  of  such  an  approach  may 

be  to  pay  (in  the  cost  settlement)  for  certain  erroneous  or 
non-covered  charges  which  were  denied  in  claims  processing 
yet  still  appear  in  the  provider's  tabulations. 

6.  In  some  states,  claims  processing  tabulations  of  approved 
services  and  charges  are  found  to  be  unreliable  and  may  thus 
be  useless  to  cost  auditors  or  result  in  errors  in  the  cost 
settlement. 

2.5    Information  Feedback 

In  any  claims  processing  system,  information  is  often  available 
in  one  area  of  Medicaid  operations  that  would  be  valuable  to  some  other 
functional  group  not  directly  tied  into  the  normal  claims  processing. 
Examples  of  such  data  include:  information  on  a  claim  which  is  of  use  to 
the  local  Welfare  office,  such  as  an  indication  of  the  death  of  a  recipient, 
or  of  medical  insurance  which  is  not  on  the  eligibility  file;  information  that 
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an  attorney  has  requested  a  billing  history  for  a  liability  case,  of  interest 
to  the  third  party  accident  recovery  unit;  or  a  hospital  claim  that  is  denied, 
indicating  that  the  corresponding  physician  claim  needs  investigation. 
Such  feedback  of  information  is  most  often  overlooked  in  Medicaid  operations, 
but  usually  would  require  little  effort,  while  paying  large  dividends  in 
the  detection  of  erroneous  payments.  See  Section  5.15  for  more  discussion 
of  this  subject. 

2.6  Accident  Liability 

Most  states  do  not  have  claims  processing  edits  aimed  at  detecting 
procedures  and  diagnoses  which  are  accident-related  and  which  might  indicate 
third-party  liability.  Also,  in  some  states,  there  is  no  section  of  the 
claim  form  which  explicitly  requests  accident  information  from  the  provider, 
accidents  are  detected  only  when  so  indicated  by  the  provider  in  the  space 
provided  for  a  written  diagnosis.  The  reader  is  referred  to  Section  5.3  for 
more  discussion  of  this  subject. 

2.7  Other  Insurance 

Most  states  need  Improvement  in  the- detection  and  collection 
of  other  insurance  resources.  Often,  other  insurance  information  is  not 
indicated  on  recipient  identification  cards,  nor  is  1t  included  on  the 
eligibility  file  for  reference  during  claims  processing.  Also,  there  is 
often  no  section  of  the  claim  form  whieh  explicitly  asks  if  the  recipient 
has  other  Insurance.  Almost  always,  there  are  no  checks  for  correctness  or 
reasonableness  of  insurance  payments  or  non-payments.   The  reader  is  re- 
ferred to  Section  5.4  for  a  detailed  discussion  of  this  subject. 
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2 . 8  Payments  for  the  Wrong  Recipient 

A  common  error  is  the  payment  of  claims  for  a  valid  recipient 
number  which  does  not  correspond  to  that  of  the  actual  patient.  Often, 
payment  is  for  the  wrong  member  of  a  case  and,  sometimes,  for  the  wrong 
case.   Usually,  but  not  always,  the  patient  is  himself  eligible.  However, 
even  when  the  patient  is  eligible,  such  an  erroneous  payment  results  in  an 
incorrect  paid  claim  history,  which  can  affect  the  processing  of  subsequent 
claims.  The  claims  processing  system  could  prevent  such  errors  by  editing 
the  recipient  number  against  the  first  two  or  three  characters  of  the 
recipient  first  and  last  name. 

2.9  Claim  Adjustments 

In  most  states,  claim  adjustments  are  not  subjected  to  normal 
claim  editing.  As  a  result,  the  potential  exists  for  making  erroneous 
payments,  such  as  exceeding  reasonable  charge,  or  duplicating  a  previous 
payment. 

2.10  System  Inquiry 

In  several  states,  it  is  extremely  difficult  to  locate  a  claim 
in  process,  inquire  of  its  status,  or  construct  an  audit  trail  indicating 
the  actions  taken  on  a  claim  at  various  stages  of  processing.  It  is  often 
difficult  to  obtain  useful  information  on  a  recipient's  history  of  paid 
claims,  as  there  may  be  no  routine  retrieval  method  or  history  printouts 
may  lack  critical  data  such  as  procedure  codes.  Such  facilities  are  impor- 
tant as  tools  for  claims  reviewers  while  processing  claims  as  well  as  for 
any  adequate  quality  assurance  operation  (see  Section  3  for  more  discussion 
of  quality  assurance). 
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2.11  Claim  Form  Design 

In  several  states,  there  are  aspects  of  the  claim  design  which 
hinder  proper  control.  Examples  are: 

1.  Ambiguous  data  definitions;  e.g.,  "units"  could  mean  RVS 
units  or  number  of  services;  "amount  charged"  could  be 
amount  per  service  or  total  amount. 

2.  Lack  of  clear  questions  which  require  the  provider  to  inquire 
about  insurance  or  third  party  liability.  For  example  "Does 
the  recipient  have  insurance?  -  yes  -  no"  is  preferable  to 
"other  payments"  or  "other  sources  of  payment". 

3.  Lack  of  sufficient  detail  to  determine  what  procedures  have 
been  performed,  e.g.,  permitting  providers  to  file  Medicare 
crossover  claims  without  an  EOMB  and  showing  only  the  amount 
of  coinsurance  and  deductible,  not  the  services  rendered. 

4.  Lack  of  written  procedure  description. 

5.  Lack  of  claim  entries  for  various  cross-checking  totals; 
e.g.,  sum  of  individual  charges  compared  to  total  charges, 
charges  per  unit  and  number  of  units  compared  to  total 
charges  for  a  service. 

6.  Use  of  codes  which  are  vulnerable  to  handwriting  misinterpretation, 
e.g. ,  D  and  P. 

2.12  Efficiency  of  Processing 

In  several  states,  there  are  aspects  of  the  claims  processing 
operations  which  result  in  unnecessary  manual  effort.  Usually,  such  inef- 
ficiency results  from  one  of  two  causes:  the  computer  edits  may  not  be 
sufficiently  refined,  resulting  in  the  suspension  of  certain  claims  which 
will  always  be  approved  after  manual  review;  or,  when  claims  are  suspended, 
the  failure  to  print  out  related  data  (e.g.,  the  related  duplicate  claim  in 
history)  may  result  in  unnecessary  research  by  review  personnel.  The 
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reduction  of  such  manual  effort  would  permit  a  state  to  allocate  resources 

to  other  areas  where  controls  are  lacking. 

2.13   Edit  Bypass  and  Override  Procedures 

In  some  states,  erroneous  payments  are  made  because  of  bypasses 
or  overrides  which  circumvent  normal  claims  processing  edits.  Possible  pro- 
blems in  this  area  include:  the  bypassing  of  edits  to  reduce  processing 
backlogs;  the  failure  to  list  all  error  reasons  for  a  claim  which  suspends, 
resulting  in  the  inadvertent  override  of  errors  which  may  not  have  been 
apparent  to  a  claims  reviewer;  the  use  of  very  general  force  codes  which 
override  all  edits  or  large  classes  of  edits;  the  failure  to  edit  claims 
for  conflicts  against  previously  suspended  claims,  so  that  when  the  latter 
are  approved,  they  will  have  been  exposed  to  all  claims  processed  in  the  time 
between  suspension  and  approval;  and  the  failure  to  subject  data  corrections 
to  normal  claim  edits.  The  reader  is  referred  to  Section'  5.14  for  more 
discussion. 

2.U   Feedback  to  Providers 

In  some  states,  providers  are  not  always  informed  of  the  rea- 
son for  denied  claims,  or  even  that  such  claims  are  denied.  Consequently, 
providers  are  likely  to  rebill  deleted  procedures.  If  the  procedures  were 
originally  deleted  because  they  conflicted  with  other  procedures  on  the 
same  claim  (e.g.,  followup  care  for  surgery),  then  the  rebilled  procedures 
may  not  be  detected  as  erroneous  unless  the  state  has  adequate  history-related 
edits. 

2.15   Administration  of  Claims  Processing  Controls 

In  some  states,  the  claims  processing  operations  are  marked  by 
an  overall  atmosphere  of  confusion,  which  is  detrimental  to  system  operations 
and  which  creates  an  atmosphere  conducive  to  erroneous  payments.  Physically, 
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the  operation  may  be  marked  by  temporary  and  haphazard  methods  of  storing 
and  organizing  documents.  There  may  be  a  general  confusion  and  lack  of 
knowledge  concerning  procedures  and  duties,  with  the  system  lacking  good 
written  procedures  and  training  of  personnel. 

2.16  Lack  of  Fee  File 

In  some  states,  there  are  no  maximum  fee  schedules  for  certain 
types  of  services,  most  significantly  prescription  drugs.  In  these  cases, 
any  amount  billed  will  generally  be  paid,  subject  to  broad  maximum  limits 
in  some  cases.  In  the  case  of  drugs,  one  implication  is  that  there  is 
no  incentive  to  dispense  drugs  by  their  generic  name. 

2.17  Length  of  Stay  Edits 

In  some  states,  the  length  of  stay  edit  incorrectly  computes 
length  of  stay  based  upon  the  number  of  days  covered  in  the  billing  period 
rather  than  the  time  since  the  admission  date.  Also,  as  discussed  earlier, 
there  are  often  no  edits  to  control  claim-splitting  or  readmission  within 
a  very  short  time,  which  might  be  an  intentional  or  unintentional  means  for 
circumventing  the  length  of  stay  edits. 

2.18  Medicare 

In  some  states.  Medicare  eligibility  is  not  indicated  on  the 
recipient  file  or  the  recipient  identification  card.  Thus  there  is  no 
means  of  control  for  Medicare  eligibles  who  are  under  the  age  of  65. 

2.19  Other  Control  Problems 

1 .    Recipient  Eligibility  Check  for  Date  of  Service.  In 
one  state,  the  recipient  is  checked  for  eligibility  only  for  the  first  date 
of  service  on  a  claim.  Thus,  if  a  recipient's  eligibility  lapses  in  the 
midst  of  the  service  period  indicated  on  a  claim  (e.g.,  for  a  hospital 
inpatient  claim),  the  entire  claim  will  be  paid,  including  those  periods  for 
which  the  recipient  is  no  longer  eligible. 
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2.  Recipient  Cancenation  Time  Lag,  In  one  state,  recipient 
identification  cards  are  issued  only  once  e'^ery   six  months.  Any  claim  for 
services  during  the  6  month  period  listed  on  the  recipient's  eligibility  card 
will  be  paid  regardless  of  whether  the  recipient's  eligibility  has  been 
cancelled  during  this  period. 

3.  Recipient  Spenddown.  In  one  state,  when  a  medically-needy 
recipient  satisfies  his  spenddown  requirement  as  of  a  specific  date,  the  eligi- 
bility file  will  show  his  eligibility  as  commencing  on  that  date.  However,  if 
he  subsequently  presents  a  medical  bill  for  service  prior  to  that  date,  which 
has  not  been  used  as  part  of  the  spenddown  requirement,  the  eligibility  date  Is 
set  backwards  to  the  earlier  date  in  order  that  the  bill  may  be  paid.  After 
this  occurrence,  there  is  no  check  to  insure  that  claims  supposedly  used  as 
part  of  the  spenddown  requirement  are  not  paid  by  Medicaid. 

4.  Provider  Eligibility.  In  one  state,  there  is  no  control 
over  the  enrollment  of  providers  in  the  Medicaid  program.  If  a  claim  is 
received  from  a  provider  who  is  not  listed  on  the  provider  file,  the  provider 
is  added  to  the  file  so  that  payment  may  be  made.  Also,  there  are  no  start 
or  end  dates  for  provider  eligibility.  Finally,  there  is  only  minimal  control 
to  insure  that  a  .provider  is  specifically  qualified  to  render  the  services  for 
which  he  is  billing. 

5.  Controls  on  Medicare  Crossover  Claims.  In  one  state. 
Title  18  claims  do  not  contain  sufficient  information  to  insure  that  the  correct 
amount  of  coinsurance/deductible  is  listed.  (In  this  particular  state,  such 
claims  are  submitted  by  the  provider  directly  to  Medicaid,  rather  than  by  the 
Medicare  Carrier  or  Intermediary.)  No  procedure  information  is  given,  so  that 
adequate  editing  is  not  possible.  For  example,  claims  with  overlapping  but 

not  identical  dates  of  service  are  paid  even  though  there  is  a  significant 
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likelihood  that  they  are  duplicates. 

6.  Prior  Authorization.  In  one  state,  prior  authori- 
zations are  not  matched  against  the  corresponding  claims  to  insure  that 
the  services  performed  and  the  charges  correspond  to  those  authorized. 
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3.0    QUALITY  ASSURANCE  PROCEDURES 

Quality  assurance  is  the  mechanism  by  which  a  state  may  help  insure 
that  its  control  system  is  operating  as  it  is  designed  and  intended  to 
operate.  Quality  assurance  procedures  are  thus  key  in  detecting  errors  in 
manual  processing,  computer  programming  bugs,  problems  in  accurate  file 
maintenance,  faulty  or  error-prone  processing  procedures,  etc.  The  quality 
assurance  procedures  which  may  be  used  include: 

1.  Sampling  of  paid  claims  to  determine  that  all  regulations  have 
been  satisfied,  payments  made  correctly,  and  any  recent  system 
or  regulation  changes  properly  implemented. 

2.  Analysis  of  provider  refunds  or  claim  adjustments  to  determine 
the  cause  of  erroneous  expenditures  which  have  been  brought 

to  the  state's  attention  by  providers. 

3.  Submittal  of  fictitious  claims  with  the  same  purpose  of  #1. 

4.  Tabulation  of  claims  rejected  because  of  processing  errors 
(e.g.,  key-entry),  broken  down  by  type  of  error  and  by  personnel 
Involved. 

5.  Sampling' and  reconciliation  of  reference  files  to  insure 
accurate  and  timely  maintenance. 

6.  Periodic  review  of  manually-processed  documents. 

Quality  assurance  should  be  a  central  part  of  every  claims  processing 
operation.  Unfortunately,  procedures  such  as  those  above  are  found  in  rela- 
tively few  states.  Only  one  of  the  eight  states  evaluated  in  this  study,  namely 
Kansas,  had  implemented  a  thorough  quality  assurance  function.  (However,  an 
informal  sampling  activity  had  been  instituted  in  North  Dakota,  and  a  few 
other  states  indicated  future  plans  for  such  activities.) 
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Blue  Cross/Blue  Shield,  the  fiscal  intermediary  in  Kansas,  has  a 
very  extensive  and  noteworthy  quality  assurance  program.  The  major  effort 
is  totally  separate  from  the  claims  processing  operations,  as  it  ideally 
should  be,  and,  in  fact,  covers  not  only  Title  XIX,  but  all  other  programs 
run  by  Blue  Cross/Blue  Shield.  It  uses  many  of  the  above  techniques  to 
achieve  its  goal  of  measuring  control  efficacy,  and  detecting  system  deficien- 
cies. 

The  Internal  Audit  group,  responsible  for  quality  assurance,  takes 
a  random  sample  of  paid  claims  and  a  100%  sample  of  adjustments  every  month, 
and  checks  each  for  correct  processing.  This  often  involves  extensive  re- 
search, since  claims  are  checked  for  some  situations  which  are  not  normally 
part  of  the  manual  claims  processing.  This  quality  assurance  activity  is 
carried  out  by  experienced  former  claims  examiners,  and  a  report  is  generated 
each  month  detailing  their  findings;  this  includes  overall  error  rates,  as 
well  as  detailed  discussion  and  recorranendations  on  each  error  found,  which 
is  communicated  to  the  claims  processing  personnel. 

In  addition,  there  Is  further  quality  assurance  evidenced  In  the  claims 
processing  area  itself,  where  supervisors  or  their  assistants  regularly  re- 
view the  work  of  their  unit,  to  ensure  compliance  with  the  manual  procedures 
and  policies.  Approximately  10%  of  the  documents  processed  are  reviewed  in 
this  manner. 

The  post- payment  utilization  review  unit  also  sometimes  performs  a 
quality  assurance  function  in  the  course  of  its  major  goal  of  reviewing  pro- 
viders and  recipients.  In  particular,  an  experimental  program  has  just  been 
started,  sending  an  SOMB  and  a  questionnaire  to  a  sample  of  recipients. 
Although  principally  a  utilization  control,  this  type  of  investigation  can 
also  serve  to  point  up  system  deficiencies.      ;^   - 
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An  exemplary  quality  assurance  activity  may  also  be  found  in  the  State 
of  California.  Sampling  procedures  have  been  instituted  at  the  MediCal 
Intermediary  Operations  (MIO),  and  sub-samples  are  analyzed  by  state  personnel 
In  the  past,  California  has  also  made  use  of  a  facility  for  submitting  ficti- 
tious erroneous  claims  to,  test  the  entire  claims  processing  operations 
(manual  and  computer),  and  has  found  such  a  procedure  quite  useful. 

It  is  of  interest  to  note  that  the  Bureau  of  Health  Insurance  of  the 
Social  Security  Administration  has  instituted  a  mandatory  quality  assurance 
program  for  its  Title  XVIII  carriers,  and  such  procedures  should  be  of  use 
to  state  Medicaid  agencies. 

It  is  important  that  any  major  quality  assurance  activity  be  separate 
from  the  day-to-day  claims  processing  operations.  In  this  way,  quality 
assurance  personnel  are  more  likely  to  take  a  broader,  more  comprehensive 
view  of  erroneous  payments,  rather  than  being  biased  by  existing  processing 
procedures,  which  may  themselves  be  erroneous.  Additionally,  separation  of 
the  quality  assurance  function  helps  insulate  such  personnel  from  the  d^ily 
pressures  to  maintain  claim  throughput. 

Finally,  it  should  be  noted  that,  in  the  course  of  the  eight  state 
assessments,  the  authors  have  engaged  in  various  activities,  such  as  claim 
sampling,  of  a  quality  assurance  nature.  The  need  for  this  type  of  activity 
is  highlighted  by  a  number  of  problems  uncovered  during  the  assessments, 
ranging  from  computer  bugs  to  erroneously  applied  manual  procedures. 
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4.0    SYSTEM  EVALUATION  AND  PLANNING 

In  every  claims  processing  system  there  are  some  areas  of  erroneous 
payments  in  which  controls  are  lacking  or  incomplete.  The  absence  of  con- 
trols In  certain  areas,  however,  should  not  by  itself  be  considered  a  system 
deficiency,  as  it  may  not  be  cost  effective  to  implement  controls  in  Q^ery 
area.  What  can  be  considered  a  deficiency  is  a  state's  lack  of  awareness 
of  the  control  "gaps",  of  their  seriousness  (in  terms  of  erroneous  payments 
made),  or  of  the  cost-effectiveness  of  implementing  improved  controls. 

Thus,  an  important  aspect  of  the  managing  of  a  state's  control  system 
Is  the  process  by  which  decisions  are  made  to  modify  the  control  system,  i.e., 
to  introduce  new  claim  edits  or  to  eliminate  existing  controls.  Two  key  con- 
siderations in  this  process  are  the  cost  incurred  by  implementing  and  opera- 
ting the  particular  edit  (manual  and/or  computer)  and  the  program  dollar 
savings  resulting  from  the  control  (including  deterrence  of  erroneous  claims). 
Hopefully,  a  quantitative  comparison  is  made  between  these  costs  and  benefits 
and  the  information  is  used  in  the  decision-making  process. 

Even  in  those  cases  where  a  specific  decision  is  not  anticipated,  there 
Is  a  need  for  information  indicating  the  extent  of  erroneous  payments  in  areas 
which  a  state  knowingly  lacks  controls.  Such  information  provides  a  sound 
basis  for  planning  and  is  crucial  for  monitoring  any  problem  areas  arising 
In  the  system  operations. 

The  control  of  erroneous  payments  is  a  dynamic  process.  Not  only  do 
regulations  change,  as  program  changes  are  made,  but  learning  takes  place 
by  providers  and  recipients  that  necessitate  changes  in  the  emphasis  of  the 
controls.  The  learning  has  a  positive  aspect  as  it  is  the  basis  of  the 
deterrent  effect  whereby  erroneous  claims  are  not  submitted.  On  the  other 
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hand,  erroneous  claims  may  increase  over  time  in  those  areas  where  controls 
are  absent  or  weak.  For  these  reasons,  an  effective  control  system  must  have 
built  in  methods  of  discovering  these  changes  and  reacting  to  them  to  correct 
deficiencies.  By  using  methods  such  as  sampling  paid  claims  to  discover 
deficiencies,  a  state  can  uncover  those  areas  in  which  stronger  controls 
are  needed,  as  well  as  places  where  excessive  effort  is  expended  for  little 
return.  Caution  must  be  exercised,  however,  as  the  small  apparent  return  in 
some  areas  may  be  a  result  of  the  deterrence  of  the  existing  control. 

Finally,  similar  quantitative  analyses  can  be  utilized  to  improve  the 
efficiency  of  the  processing  system.  By  sampling  claims  suspended  by  the 
computer  for  manual  review  and  by  noting  the  decision  criteria  used  during 
claim  correction,  computer  edits  can  be  refined  so  that  cases  of  unnecessary 
rejections  are  eliminated.  In  this  way,  processing  costs  can  be  reduced  with- 
out any  adverse  effect  on  erroneous  payments. 

In  most  states,  there  is  a  serious  lack  of  an  adequate  level  of  such 
evaluation  and  planning  activities.  As  in  the  case  of  quality  assurance, 
this  management  function  is  typically  lacking  as  resources  are  concentrated 
on  the  day-to-day  claims  processing  operations.  Management  personnel  are 
often  aware  of  control  deficiencies,  yet  have  made  no  attempt  to  estimate 
the  magnitude  of  erroneous  payments  resulting  from  such  deficiencies.  In 
some  cases,  conscious  decisions  have  been  made  not  to  implement  improved 
system  controls  or  to  relax  existing  controls,  and  such  decisions  have  been 
made  without  a  quantitative  consideration  of  potential  program  dollars  saved 
due  to  the  controls. 

Note,  it  is  not  being  suggested  that  states  implement  an  extensive 
analytical  capability,  but  rather  that  some  quantitative  analyses  be 
carried  out  at  an  appropriate  level  considering  program  size.  Such  analyses 
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could  be  viewed  as  extensions  of  a  quality  assurance  program,  with  a  good 
part  of  the  quantitative  data  provided  through  such  quality  assurance.  (The 
feasibility  of  this  is  illustrated  in  the  state  of  Kansas,  where  the  quality 
assurance,  or  internal  audit,  group  on  occasion  undertakes  special  studies 
to  evaluate  particular  areas  where  controls  may  be  lacking.)  Note,  an 
initial  task  of  such  a  system  evaluation  group  could  be  a  thorough  analysis 
of  the  state's  controls  in  light  of  the  erroneous  payment  checklist  in  the 
Appendix. 
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5.0    SOME  SUGGESTED  CONTROL  TECHNIQUES 

In  this  section,  we  present  a  number  of  techniques  which  may  be  used 
to  control  some  of  the  erroneous  payment  situations  of  the  Appendix.   The 
techniques  discussed  here  been  selected  based  on  their  applicability  to  a 
variety  of  states  and  based  on  certain  unique  or  non-obvious  features.  That 
is,  the  reader  of  .the  Appendix  would  not  naturally  arrive  at  such  techniques 
as  the  obvious  method  of  control.  In  many  cases,  the  techniques  have  been 
observed  in  operation  in  a  state,  and  state  references  have  been  cited  where 
appropriate.  In  other  cases,  the  techniques  are  the  result  of  accumu- 
lated experience  with  erroneous  payments  in  several  states. 

5.1    Detection  of  History-Related  Errors 

Aside  from  duplicate  claims,  there  are  a  significant  number  of 
possible  erroneous  payments  which  involve  relationships  between  more  than 
one  service  in  paid  claims  history.  Examples  of  such  situations  are: 

1.  Separate  claims  for  pre  or  post-operative  care  associated  with 
a  major  surgical  procedure,  when  the  payment  for  the  surgical 
procedure  is  intended  to  include  such  care. 

2.  Separate  claims  for  pre-natal  or  post-partum  care  which  should 
be  included  in  the  payment  for  total  obstetrical  care. 

3.  Multiple  or  incidental  surgical  procedures,  where  the  minor 
procedure  should  be  paid  at  a  lesser  rate  than  if  performed 
independently,  or  where  the  payment  for  the. major  surgical 
procedure  is  intended  to  include  payment  for  the  minor  procedure. 

4.  Other  incidental  procedures  such  as  a  surgical  tray  (to  be 
included  in  payment  for  surgery)  or  blood  pressure  reading 
(to  be  included  in  payment  for  an  office  visit),  etc. 


31 


5.  Services  with  frequency  limitations  set  forth  by  state  policy 
(e.g.,  only  two  office  visits  per  month  without  prior  authori- 
zation, 'only  one  dental  examination  per  year,  etc.). 

6.  Multiple  laboratory  procedures  which,  in  some  cases,  should. be 
combined  into  an  all-inclusive  procedure  to  be  paid  at  a  lesser 
amount  than  the  sum  of  the  individual  procedures. 

7.  Bining  of  initial  office  visits  for  visits  subsequent  to  the 
first  visit  for  a  recipient  for  a  spell  of  illness. 

8;    Readmission  or  split  billing  of  hospital  stay  as  an  intentional 
or  unintentional  means  for  circumventing  length  of  stay 
guidelines. 

9.    Drug  refill  occurring  too  soon  after  previous  refill  or  pre- 
scription. 

The  control  of  situations  such  as  these  is  among  the  most  difficult 
tasks  for  a  claims  processing  system,  often  requiring  sophisticated  computer 
edits.  Most  states  exercise  manual  control  over  such  situations  in  those 
cases  where  the  conflicting  services  appear  together  on  the  same  claim 
(this  is  more  likely  to  occur,  for  example,  in  the  case  of  multiple  labora- 
tory procedures  than  for  pre  or  post-operative  care).  However,  a  common 
weakness  is  the  lack  of  such  controls  when  the  procedures  are  billed  on  more 
than  one  claim. 

Given  that  a  state  determines  that  it  is  cost-effective  to  implement 
computer  edits  to  detect  some  or  all  of  these  situations,  it  should  be  noted 
that  a  small  number  of  versatile  table-driven  edits  can  often  suffice  to 
control  most  such  situations.   Possible  formats  for  such  edits  are  given 
in  the  following  two  sub-sections.  Finally,  there  are  some  clever  manual 
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procedures  which  can  serve  similar  functions  to  prevent  some  of  these  erroneous 
payments,  and  some  of  these  manual  procedures  are  also  discussed  below. 
5.1.1  Iable_9!riien_Combination_Edits 

A  particularly  effective  method  of  handling  most  of  these 
situations  is  used  by  the  State  of  Virginia.  The  logic  is  very  general, 
with  the  specific  edit  situations  being  defined  in  a  table.  The  table 
format  is  as  shown  in  Figure   1.  Each  row  of  the  table  specifies  criteria 
for  an  individual  edit.  The  first  column  specifies  the  type  of  invoice  such 
as  physician,  dentist,  etc.  The  third  and  fourth  columns  specify  a  range 
of  procedure  codes.  If  the  procedure  code  for  the  claim  being  processed 
falls  within  this  range,  then  the  edit  defined  by  the  row  in  the  table 
will  be  applied.  The  fifth  and  sixth  columns  specify  another  range  of  pro- 
cedure codes.  If  a  second  service  is  found,  in  paid  claims  history  or  on 
the  claim  being  processed,  which  falls  within  this  range,  .then  the  subject 
claim  may  fail  the  edit  provided  that  the  criteria  in  columns  7  through  14 
are  met.  Column  7  indicates  any  special  provider  specialties  to  be  excluded, 
usually  an  anestheseologist  using  the  same  code  as  the  surgeon.  Columrrs  8  and 
9  Indicate  the  number  of  days  within  which  to  search  for  the  second  code  and 
whether  to  search  before  the  date  of  the  subject  procedure,  after,  or  in 
either  direction.  Columns  10  and  11  indicate  how  many  occurrences  of  the 
second  procedure  are  needed  for  the  edit  to  fail.  Column  12  allows  a  dollar 
limit  to  be  placed  on  the  edit  so  that  claims  totalling  less  than  this  limit 
will  not  be  suspended,  and  column  13  indicates  whether  an  overlap  in  dates 
between  the  two  claims  is  permitted  or  not.  Finally,  the  last  two  columns 
Indicate  the  action  to  be  taken  if  the  claim  fails  the  edit. 
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Note  that  virtually  all  of  the  history-related  situations  noted  above 
can  be  detected  by  the  appropriate  specification  of  the  table  parameters. 
Furthermore,  the  table  criteria'  permit  a  flexible  specification  of  the  edits 
so  that  such  edits  can  be  made  highly  efficient,  i.e.,  suspending  only 
those  claims  most  likely  to  be  erroneous.  Also,  because  ranges  of  procedures 
can  be  edited  against  a  different  range  of  procedures  (such  as  all  surgical 
procedures  against  all  physician  visits),  the  table  can  be  made  uery   compact. 
A  final  major  advantage  of  this  system  is  the  ease  with  which  the  edit  can 
be  understood  by  non-computer  personnel.  In  fact,  in  Virginia,  the  file 
Is  changed  on-line  by  senior  Medicaid  personnel.  This  enables  edits  to  be 
introduced  or  eliminated  ^ery  quickly  and  easily,  and  with  a  good  system 
for  measuring  the  effect  of  an  edit  (in  terms  of  claims  suspended  and  reduced 
or  denied),  simplifies  the  decision  on  whether  an  edit  should  be  kept. 

Note  that  table-driven  edits  such  as  those  discussed  above  can  also 
be  used  to  detect  near  duplicate  claims.  (Conversely,  near  duplicate  edits 
may  detect  many  of  the  situations  above.)  While  this  may  not  be  the  most 
efficient  method  of  detecting  all  near  duplicates,  it  would  seem  to  be  a 
highly  effective  method  for  certain  types,  such  as  claims  with  closely- 
related  procedures  (e.g.,  two  different  types  of  visits  or  two  versions  of 
the  same  surgical  procedure). 

5.1.2  Jabl  e^Or  i  ven_L.imi  ta  ti  on^Edi  ts 

Combination  edits  such  as  those  described  above  may  be 
used  to  detect  violations  of  frequency  limitations  on  various  services. 
However,  if  there  are  a  large  number  of  procedures  with  different  limitations, 
it  may  be  more  efficient  computationally  to  implement  a  special  limitation 
edit  which  uses  as  data  a  table  specifying  the  limitations  for  each  procedure. 
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Such  a  system  has  been  implemented  also  in  the  State  of  Virginia.  Service 
limitations  are  specified  in  the  same  file  which  specifies  maximum  payable 
fees  for  each  procedure.  (Additionally,  other  procedure  restrictions  are 
specified  such  as  age,  sex,  prior  authorization,  etc.)  As  in  the  case  of 
the  combination  edits,  a  chief  advantage  is  the  ease  with  which  edit 
criteria  can  be  changed,  without  any  need  to  modify  computer  programs. 
5.1.3  Manual _Detection_Methods 

In  some  cases,  clever  manual  detection  methods  can 
achieve  much  the  same  results  as  sophisticated  computer  edits  for  history- 
related  situations.  Examples  are: 

1.    Blue  Cross/Blue  Shield,  of  Kansas,  the  intermediary  for  the 
Kansas  Medicaid  program  has  a  particularly  effective  method 
for  detecting  pre  and  post-operative  care  without  computer 
edits.  The  procedure  is  to  specially  route  all  physician 
hospital  visits  to  a  special  group  for  investigation.  The 
diagnosis  is  used  to  determine  if  it  is  likely  that  surgery 
was  performed,  and  the  appropriate  claims  are  retrieved 
from  history.  (An  on-line  history  is  available  for  inquiry.) 
If  a  surgery  claim  has  not  yet  been  received,  the  claim(s) 
in  question  will  be  held  for  a  period  of  time  to  await  any 
surgery  claim.  This  technique  also  detects  concurrent  care 
in  the  hospital  by  two  physicians.  Major  surgery,  multiple 
surgery  on  the  same  claim,  and  assistant  surgery  are  also 
routed  to  the  same  group,  and  tl]ey  are  responsible  for 
collecting  all  claims,  including  the  hospital  claim,  for 
review  by  the  utilization  review  committee.  All  such  claims 
are  reviewed  at  the  same  time,  so  that  the  review  committee 
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has  all  appropriate  information  available,  and  can  make  con- 
sistent and  efficient  decisions  on  disposition  of  such  cases. 

The  technique  described  above  for  pre  and  post-operative 
care  is  dependent  on  the  ability  to  inquire  easily  into  paid 
claim  history.  Also,  a  state  would  not  be  able  to  detect 
followup  care  in  the  office  using  the  same  technique. 

2.  In  the  State  of  North  Dakota,  any  claims  for  pre-natal  care 
are  recorded  in  a  special  notebook  (such  claims  are  detected 
by  noting  the  procedure  billed  or  the  diagnosis).  When  the 
claim  for  obstetrical  delivery  is  received,  the  previously- 
gathered  information  is  used  to  adjust  the  amount  paid,  with 
due  consideration  of  whether  the  delivery  was  performed  by 
the  same  or  a  different  provider. 

3.  In  the  State  of  North  Dakota,  claims  for  payment  originate  in 
the  local  Welfare  office.  When  a  provider  wishes  to  bill  for 
services,  he  contacts  the  local  office,  which  provides  him 

with  a  claim  form,  called  an  'authorization',  on  which  recipient 
data  is  entered  after  eligibility  has  been  checked.  Pro- 
viders are  encouraged  to  bill  all  services  in  a  month  on  the 
same  form,  and  if  a  duplicate  authorization  is  issued,  the 
local  office  is  expected  to  maintain  a  close  control  over  it. 
Such  a  system  helps  to  control  multiple  procedures,  followup 
visits,  etc.  as  such  services  would  tend  to  be  all  on  the 
same  authorization.  The  system  additionally  provides  a  control 
for  exact  and  near  duplicates. 
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While  such  a  system  would  only  appear  feasible  in 
a  yery   small  state,  it  does  suggest  the  concept  (appropriate 
for  any  state)  of  requiring  all  services  for  a  period  (e.g., 
a  month)  to  be  billed  on  a  single  claim,  thus  facilitating 
the  manual  control  of  history-related  situations. 

4.  In  the  State  of  Georgia,  claims  are  examined  for  any  hint  that 
the  services  are  related  to  surgery  or  maternity.  The  chief 
method  of  detection  is  through  the  diagnosis  or  the  written 
procedure.  If  there  is  some  likelihood  of  surgery  or  maternity 
but  it  is  not  entirely  clear  from  the  claim,  more  information 
is  requested  from  the  provider. 

5.  In  the  same  spirit  as  #3  and  #4  above,  a  state  can  often 
control  certain  history-related  situations  by  a  clever  design 
of  the  claim  form.  For  example,  detection  of  pre  or  post- 
operative care  can  be  facilitated  by  questions  such  as: 

Is  this  care  related  to  surgery?  YES   NO 

If  yes,  surgical  procedure        .  date , 

surgeon  _____.._____..,______,____.....____.____. 

Detection  of  pre-natal  or  post-partum  care  can  be  aided  by  the 

following  questions: 

Is  this  care  related  to  pregnancy?  YES  NO 

If  yes,  date  or  expected  date  of  delivery  

attending  physician  

Multiple  or  incidental  procedures  or  laboratory  combinations 

may  be  detected  as  follows: 
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Have  other  services  been  provided  for  this  recipient 
on  the  same  day  as  any  of  the  above  procedures? 

YES  NO 

If  yes,  provide  details  


In  considering  the  above  suggestions,  the  following  observations 

should  be  made: 

a)  These  techniques  of  claim  form  design  have  not  been  observed 
by  the  authors  in  any  state,  so  that  their  effectiveness 

is  untested. 

b)  The  controls  depend  on  the  accurate  responses  given  by  providers. 

c)  Provider  relations  will  be  upset  by  an  overly-ambitious  push 
in  this  direction.  On  the  other  hand,  most  of  the  above 
questions  are  designed  such  that  a  simple  checked  "no"  is 

all  that  will  be  required  for  the  great  majority  of  providers') 
claims. 
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5.2    Incorrect  and/or  Incomplete  Claim  Data 

There  are  basically  two  aspects  to  this  category  of  errors.  The 
first  is  erroneous  data  on  the  claim  itself,  usually  arising  from  provider  error, 
such  as  incorrect  ID  numbers,  incorrectly  coded  procedures,  etc.,  or  data 
missing,  including  attachments  such  as  medical  reports  or  itemized  bills. 
The  second  aspect  concerns  that  of  entering  the  data  correctly  for  computer 
processing. 

The  first  type  of  error  may  be  controlled  partly  manually  by  pre-auditting 
and  partly  by  computer  checks,  although  any  error  detected  by  the  computer  checks 
could  equally  well  be  a  result  of  entry  error.  The  second  type  of  error  can 
only  be  adequately  controlled  by  edits  internal  to  the  computer.  The  following 
are  descriptions  of  various  techniques  for  detecting  certain  kinds  of  errors. 

5.2.1  Manual _Edit 

There  are  no  special  techniques.  A  simple  checklist  of 
all  items  that  must  be  on  the  claim  provides  a  basis  for  checking  completeness 
of  the  claim.  Manual-  edits  can  also  insure  that  procedure  and  diagnosis  codes, 
when  entered  by  the" provider,  are  consistent  with  any  written  descriptions. 

5.2.2  Verification 

The  verification  of  input  data  has  become  something  of 
a  tradition  in  data  processing.  This  tradition  arose  from  the  use  of  punched 
cards,  on  which  it  was  impossible  to  directly  check  if  the  data  was  correctly 
punched.  However,  with  modern  techniques  of  key- tape  data  entry,  with  instant 
feedback  in  the  form  of  a  CRT  display,  there  is  some  question  as  to  the  useful- 
ness of  this  practice.  Although  verification  will  reduce  errors  somewhat, 
the  verifier  will  tend  to  mis-read  the  data  in  the  same  way  as  the  original 
key-entry  operator,  resulting  in  a  significant  irreducible  error-rate  that  must 
be  detected  during  initial  processing. 
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5.2.3  D§ta_Val_1dity_Edits_0urinq_Claim_EntrY 

In  many  states,  claims  are  entered  onto  tape  or  disc  from 
a  CRT  terminal  via  a  stand-alone  mini-computer.  Such  a  mini-computer  can  be 
programned  to  screen  for  data  which  is  invalid,  out  of  range,  or  internally 
inconsistent.  Thus,  entry  errors  can  be  corrected  on  the  spot,  reducing  the 
number  of  claims  rejected  during  the  main  computer  processing.  Key  verifica- 
tion, if  desired,  can  be  performed  on  the  same  entry  system. 

It  is  comnon  practice  that  any  edits  programned  into  such  an  entry 
system,  as  well  as  any  manual  checks  for  claim  completeness,  are  repeated  in 
the  main  computer  processing,  to  prevent  payment  of  erroneous  claims  which 
have  been  overlooked  during  manual  screening  or  force-entered  by  key  entry 
operations. 

5.2.4  Variance^^Edits 

Variance  edits  are  used  to  detect  claims  in  which  the 
amount  billed  differs  significantly  from  the  amount  allowed.  By  rejecting 
claims  with  charges  that  fall  outside  a  specified  range  around  the  expected 
charges,  a  variety  of  errors  can  be  detected,  including  key-entry,  incorrect 
procedure  code,  incorrect  charge,  etc. 

The  concept  of  variance  edits  could  also  be  applied  to  other  data 
elements,  besides  charge,  where  there  is  a  well-defined  value  expected  for 
the  data  on  the  claim. 

5.2.5  5S§S2!22^l!D§l§-S!3§S!SI 

There  are  a  variety  of  logical  relationships  that  shoulo 
normally  occur  between  different  items  of  data  and  there  are  often  reasonable 
ranges  in  which  data  elements  should  fall.  These  can  be  made  the  basis  for 
reasonableness  checks.  Examples  include: 
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1.  Procedure  can  be  checked  for  consistency  with  diagnosis,  age, 
sex,  specialty,  place  of  service,  and  provider  type  (e.g.,  an 
abortion  would  not  be  a  correct  procedure  for  a  male,  or  for  a 
2  year-old  child;  an  eye  operation  would  not  normally  be  per- 
formed by  a  gynecologist). 

2.  Similarly,  diagnosis  can  be  checked  against  age  and  sex. 

3.  Maximum  and  minimum  "reasonable"  ranges  may  be  established  for 

certain  charges  which  lack  a  set  fee  schedule,  such  as  hospital 
ancillary  charges.  Claims  which  fall  outside  of  these  ranges 
may  be  suspended  to  determine  whether  there  are  errors.  Maximum 
and  minimum  ranges  are  also  useful  to  detect  errors  such  as 
Incorrect  billing  units  for  drugs  (e.g.,  tablets  instead  of 
bottles) J 

4.  Time  sequence  can  be  checked  for  reasonableness  (e.g.,  admission 
date  prior  to  discharge  date;  date  of  service  prior  to  processing 
date,  etc.). 

5.2.6  Arithmetical ^Checks 

All  arithmetic  on  the  claim  can  be  checked  for  proper 
balance.  For  example: 

1.  number  of  days  x  per  diem  rate  =  total  room  charge, 

2.  total  billed  amount  «  sum  of  individual  charges, 

3.  total  number  of  billed  days  =  difference  between  'from'  and  'to' 
dates, 

4.  number  of  services  x  charges  per  service  '  total  charge  for 
service. 

The  claim  form  can  be  designed  to  facilitate  checks  such  as  these. 

Another  method  for  detecting  drug  billing  errors  is  to  require  the  pro- 
vider to  indicate  the  unit  of  measure  by  a  standard  (2  character)  abbreviation 
and  to  check  such  units  against  a  drug  reference  file.  Such  a  technique  has  been 
successfully  implemented  in  the  State  of  Georgia. 
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5.2.7  Checks_on_Recipient_and Pr2!fi^fr  l^^mes 

The  majority  of  states  capture  only  the  recipient  ID 
number  and  assume  that  a  correct  number  is  a  valid  indication  of  eligibility. 
Unfortunately,  it  is  ^fQry   possible  for  clerical  errors  to  occur  resulting  in 
the  wrong  ID  number  being  used.  In  many  cases  this  is  the  number  for  some- 
one else  who  is  also  eligible  (often  in  the  same  family),  in  which  case  the 
error  creates  probl'ems  in  maintaining  accurate  claim  histories  needed  for 
duplicate  and  other  edits.  It  can  also  happen  that  there  is  no  connection 
whatsoever  between  the  recipient  and  a  valid  identification  number,  so  that 
payment  is  made  for  persons  who  are  not  eligible  for  Medicaid.  Check  digits 
will  not  detect  this  type  of  error. 

The  best  way  of  confirming  eligibility  is  to  capture  the  first  one, 
two, or  three  letters  of  the  last  name  and  preferably  of  the  first  name  as 
well  (to  distinguish  between  family  members).  The  date  of  birth  is  also 
useful  for  cross-checking,  particularly  in  the  case  where  two  family  members 
have  the  same  first  and  last  nam.es  (such  as  mother  and  daughter).  Care  must 
be  taken  in  applying  this  edit,  as  often  children  have  a  last  name  that  is 
different  from  the  mother,  or  case  name,  and  a  match  should  be  attempted  against 
case  name  as  well.  It  is  advisable  to  suspend  such  situations  for  manual  resolution^ 
but  a  detailed  description  of  matching  and  non-matching  names  on  the  reject 
listing  will  normally  enable  a  rapid  and  routine  resolution  to  be  made. 

Similar  edits  can  be  performed  to  check  provider  ID  against  provider 
name,  although  errors  of  this  type  are  less  likely  than  the  corresponding 
recipient  errors. 

5.2.8  P9St_Processing_Check_(Warrant_Control] 

A  manual  check  can  be  carried  out  at  the  end  of  processing 
by  comparing  warrant  and  remittance  advice  manually  with  the  approved  claim.       , 
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This  is,  of  course,  only  feasible  with  certain  types  of  claim  control  systems 
which  facilitate  matching  up  claim  and  warrant.  Such  a  control  is  effectively 
a  100%  sample  quality  assurance  check  for  a  very  limited  set  of  possible  errors. 
If  other  components  of  the  processing  system  are  adequate  ,  it  is  of  doubtful 
value  as  a  control  mechanism. 

5.2.9  Plastic_ID_Cards 

Certain  states-  have  issued  recipients  plastic  cards  with 
case  name  and  ID  number  imprinted  as  with  credit  cards.  These  cards  are  for 
identification  only  and  do  not  entitle  the  holder  to  program  benefits;  a 
monthly  ID  card  is  issued  for  this  purpose.  However,  the  use  of  the  plastic 
card  with  a  credit  card  imprinter  reduces  considerably  the  number  of  errors 
resulting  from  mis-copying  ID  numbers  and  other  recipient  information.   There 
is  also  the  possibility  of  making  the  imprinted  name  and  number  machine- 
readable. 

5.2.10  P!:e;P!:i!2ted_Claim_Forms 

Several  states  issue  claim  forms  which  are  pre-printed 
with  provider  ID,  name,  and  address.  This  is  one  effective  method  for  re- 
ducing errors  in  recording  such  provider  information.  A  variation  of  this 
system  is  to  issue  rubber  stamps  to  providers  having  all  of  the  appropriate 
data,  or  to  make  use  of  an  imprinter  in  conjunction  with  a  plastic  ID  card. 
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5.3   Third-Party  Accident  Liability 

The  detection  of  possible  third-party  liability  for  Medicaid 
payment  as  a  result  of  an  accident,  or  other  cause,  is  one  of  the  most  dif- 
ficult tasks  facing  a  state  Medicaid  agency.  One  can  surmise  that  no  matter 
how  sophisticated  a  system  is  used,  there  will  always  be  a  few  situations 
that  can  never  be  detected,  in  which  some  third  party  is  legally  liable  for 
payment. 

There  are  some  regulatory  and  statutory  steps  that  can  be  taken  to 
encourage  disclosure  of  other  liability.  For  instance,  one  state  has  a 
statutory  lien  against  any  attorney  handling  a  liability  case  in  which  Medi- 
caid payments  are  involved.   Thus,  in  any  case  that  is  settled  without  the 
state's  knowledge  and  that  later  comes  to  light,  the  state  collects  directly 
from  the  attorney.  This  provision  strongly  encourages  attprneys  to  advise 
the  state  of  pending  cases,  and  to  ensure  that  Medicaid  is  reimbursed 
correctly.  Naturally  it  is  strongly  disliked  and  opposed  by  the  legal  pro- 
fession! 

Some  of  the  control  methods  to  detect  and  collect  third  party  payments 
for  accidents  are  described  in  the  paragraphs  that  follow. 
5.3.1  Claim  FoUiD-OSSiSD 

By  a  proper  selection  of  questions  on  the  claim  form, 
and  by  Insisting  that  such  questions  are  properly  answered,  a  great  deal  of 
Information  can  be  acquired.   An  ideal  question  format  is  as  follows: 

Is  this  case  the  result  of  an  accident?   YES  NO 

If  yes,  was  it Motor  Vehicle Work-related ^Other? 

Briefly  describe  circumstances 

Note  that  the  yes/no  question  must  be  marked  either yes  or  no  on  every 
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single  claim,  in  order  for  this  system  to  be  effective,  and  if  not,  the  claim 
must  be  returned  to  the  provider  for  completion.  The  second  question  is  not 
essential,  but  gives  valuable  information  for  useduring  follow-up.  Additionally, 
a  state  can  require  that  an  accident  information  form  be  attached  whenever 
a  "yes"  answer  is  given. 

5.3.2  9l5i!!}E-fl!2S£S!ln3-E!I2£S^y!I?5 

There  are  certain  claims  processing  edits  that  can  be 
usefully  applied  to  detect  possible  third  party  accident  liability;  they  are: 

1.  suspending  "traumatic  diagnoses"  (hospitals), 

2.  suspending  "traumatic  procedures"  (physicians), 

3.  suspending  emergency  ambulance  services, 

■  4.    suspending  multiple  procedures  (physicians). 
It  must  be  emphasized  that  the  edits  described  in  the  following  paragraphs 
are  not  mutually  exclusive.  Many,  or  perhaps  m.ost,  accident  situations  would 
be  detected  by  more  than  one  of  these  edits.  On  the  other  hand,  the  more 
edits  of  this  kind  that  are  available,  the  less  likely  it  is  that  accident 
liability  cases  will  pass  through  undetected. 

5.3.2.1  Suspending  Traumatic  Diagnoses  and  Procedures 
The  purpose  of  such  edits  is  to  flag  those 
situations  most  likely  to  result  from  an  accident,  by  selecting  diagnoses 
such  as  "lacerations"  or  "fractures",  etc.  or  the  procedures  normally  re- 
sulting from  them  such  as  "suture  of  laceration"  or  "reduction  of  fracture". 
The  State  of  Nebraska  has  implemented  such  edits  on  diagnoses  for  hospital 
claims  and  has  found  these  controls  to  be  very  effective.  Edits  to  detect 
traumatic  procedures  on  physician  claims  were  planned  but  not  yet  implemented 
as  of  November  1975,  so  that  the  effectiveness  of  such  edits  has  not  yet  been 
danonstrated.  However,  it  is  likely  that  a  general  "traumatic"  procedure  code 
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edit  may  be  unwieldy,  producing  too  many  small  claims  with  no  possibility 
of  recovery.  A  very  select  group  of  procedure  codes  would  be  necessary 
for  a  manageable  edit. 

There  are  also  certain  diagnoses,  such  as  "black  lung",  that  are 
usually  work-related.  It  can  be  valuable  to  suspend  such  claims  for 
investigation  of  Worker's  Compensation. 

5.3.2.2  Suspending  all  Emergency  Ambulance  Claims 
The  purpose  of  such  edits  is  to  uncover 

additional  information  which  may  be  indicative  of  accidents.  The  disad- 
vantage of  such  edits  is  the  number  of  non-accident  problems  that  will  also 
require  examination.  If  diagnosis  is  available,  this  can  be  used  for  re- 
finement of  the  edit  to  eliminate  these  claims  from  consideration. 

5.3.2.3  Multiple  Procedures 

In  most  states,  multiple  surgical  procedures 
must  be  manually  priced,  so  that  there  is  ideally  some  method  for  referring 
such  situations  for  review.  (Unfortunately,  in  many  states,  such  situations 
are  not  detected  when  the  multiple  procedures  are  billed  on  separate  claim 
forms.)  It  is  valuable  to  include  in  this  review  a  screening  for  possible 
accident-related  injuries,  since  accidents,  particularly  automobile  accidents, 
often  result  in  injuries  requiring  complicated  multiple  procedures. 
5.3.3  Inyestigation_of_Third_Part^^!;iabilit^__Claims 

Most  of  the  methods  described  above  detect  only  the 
possibility  of  third  party  liability.  Many  of  these  claims  will  have  no 
third  party  liability,  and  it  is  therefore  important  to  have  an  efficient 
initial  screen  to  discriminate  between  them. 

The  screening  requires  the  services  of  a  specialist,  most  likely  an 
insurance  investigator.  Depending  on  the  size  of  the  state,  this  may  require 
one  person  part-time  or  full-time,  or  even  more  than  one  person  in  a  large 
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state.  This  person  would  also  normally  carry  out  detailed  investigation  of 
those  cases  determined  likely  to  involve  a  possible  liability  payment,  and 
could  also  handle  health  insurance  investigations,  depending  on  workload  and 
qualifications. 

Most  cases  can  be  rapidly  resolved  on  the  basis  of  a  phone-call  to 
the  recipient,  or  the  parents,  inquiring  about  the  circumstances.  Clearly 
this  investigator  needs  tact,'  imagination,  and  considerable  experience  in 
liability  cases,  to  consider  all  possible  sources  of  payment. 

The  State  of  Nebraska  does  a  particularly  thorough  job  of  following- 
up  such  sources  of  payment.  The  following  types  of  information  are  checked: 

1.  Was  the  injury  work  related,  and  if  so,    do  workmen's 
compensation  laws  apply? 

2.  Old  the  injury  occur  in  a  car  accident?  The  circumstances 
of  the  accident  are  determined  to  see  if  a  third  party 
was  negligent.  Even  if  no  liability  is  found,  checks  are 
made  for  medical  payments  insurance  on  the  car  in  which  the 
recipient  was  riding.  If  the  recipient  is  injured  in  some- 
one else's  car,  the  extended  medical  payments  on  any  car  owned 
by  the  recipient  and  family  members  are  checked. 

3.  Assaults  are  referred  to  the  district  attorney's  office  for  prosecu- 
tion and  restitution  of  medical  fees. 

4.  Injuries  on  residential  or  farm  premises  are  examined  for 
liability  of  the  owner  or  tenant.  If  no  liability  is  present, 
the  possibility  of  medical  payment  coverage  is  considered. 

5.  For  all  other  injuries,  negligence  by  any  person  other  than 
the  recipient  is  checked. 
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It  is  most  jmportant  to  note  that  whenever  one  claim  is  found  as  a 
likely  candidate  for  third  party  payment,  all  other  claims  for  this  recipient 
should  be  investigated  for  possible  connection  with  the  incident.  All  the 
methods  of  detection  are  based  on  finding  particular  types  of  claims,  and 
cannot  be  expected  to  find  all  of  the  claims  that  may  be  candidates  for 
third  party  payment.  This  is  one  instance  where  the  capability  to  flag  all 
claims  for  a  particular  recipient  for  manual  review  can  be  very  useful. 

Particular  thought  should  be  given  to  the  possibility  of  subrogating 
tc.laims,^  either  by  statute  or  by  contract  when  recipients  apply  for  welfare. 
Otherwise  Medicaid  is  dependent  on  the  recipient  to  initiate  legal  action 
before  any  recourse  can  be  had  to  possible  third  parties.  Of  course,  there 
are  political  pros  and  cons  to  subrogation  which  must  also  be  considered. 
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5.4   Health  Insurance 

The  detection  of  other  health  insurance,  and  its  application 
to  the  medical,  expenses  of  Medicaid  recipients,  is  generally  not  well  carried 
out  in  most  states,  and  is  complicated  by  the  necessity  for  special  proce- 
dures apart  from  the  normal  claims  processing  operations.  However,  it  is 
possible,  without  great  complication  or  resources,  to  set  up  an  effective 
system  that  will  detect  as  many  health  insurance  cases  as  possible.  A  com- 
prehensive system  for  controlling  health  insurance  is  described  in  the  fol- 
lowing paragraphs.  The  feasibility  of  most  of  these  techniques  has  been 
demonstrated  in  various  states.  Indeed,  the  state  of  Oregon  has  adopted 
a  majority  of  these  methods  and  has  demonstrated  the  cost-effectiveness  of 
such  a  comprehensive  system. 

5.4.1  Collectign^of_Insurance_Data 

Data  on  other  health  insurance  comes  principally  from 
the  recipient  and  must  be  collected  by  the  social  worker  at  the  time  of 
eligibility  determination.  In  the  state  of  Oregon,  a  special  form  is  com- 
pleted when  other  insurance  is  indicated.  This  form  is  sent  to  the  central 
claims  processing  department  and  manually  filed  with  the  insurance  group. 
It  is  feasible  that  this  data  could  be  held  on  a  computer  file  in  a  large 
state;  however,  a  considerable  amount  of  'free-format'  information  is  needed, 
and  an  advanced  computer  system  would  be  required. 

The  data  that  is  collected  for  health  insurance  purposes  includes  the 

following: 

name  of  insurance  company  or  companies; 

ID  number  of  insurance  policy  or  policies; 

outline  of  coverage  (e.g.,  Medical,  hospital,  lab-tests,  major  medical, 

other); 
Names  and  ID  numbers  of  recipients  covered. 
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5.4.2  93^2-2D-l0iyi!!0S§_£2li2i§l 

A  manual  file  should  be. maintained  of  all  major  stan- 
dard policies  with  details  of  coverage,  as  well  as  minor  policies  as  deemed 
appropriate.  In  addition,  personnel  in  the  insurance  group  should  maintain 
good  relationships  with  the  major  insurance  carriers,  enabling  them  to  check 
details  of  coverage,  whether  policies  are  current,  etc. 

5.4.3  Comguter_Fil_e_(E2i2ibi_lU;/)_on_Insurance 

A  crucial  part  of  the  system  is  the  maintenance  of 
data  for  each  recipient  on  insurance  coverage  for  the  purpose  of  claims  pro- 
cessing edits.  This  data  is  usually  most  conveniently  associated  with  the 
eligibility  file.   The  data  should  indicate  whether  coverage  is  for  physician, 
hospital,  dentist,  etc.,  so  that  the  suspending  of  claims  for  insurance  in- 
vestigation can  be  carried  out  efficiently  -  there  is  no' point  in  suspending 
every  physician  claim  if  recipient  is  covered  for  hospital  care  only.  All  claims 
that  have  no  insurance  payment  shown,  but  for  which  the  insurance  coverage 
is  indicated  on  the  file,  should  be  suspended  for  investigation. 

5.4.4  I  ns  urance^Da  ta  _f  or_^  $!3S.?!r2-l^§r 

Insurance  data  such  as  type  of  coverage,  etc.,  should  be 
conimunicated  to  the  provider  by  printing  such  information  on  the  eligibility 
card.   Also,  the  provider  should  be  required  to  inquire  about  insurance  at 
the  time  the  recipient  is  treated.  Evidence  of  such  inquiry  should  be  in 
the  form  of  a  mandatory  yes/no  question  on  the  claim  form  which  asks  whether 


Some  states  do  not  use  an  eligibility  file  during  claims  processing. 
If  eligibility  "coupons"  or  "labels"  are  used  (i.e.,  to  be  attached  to  the 
claim),  the  insurance  data  can  oe  printed  on  these  coupons.  If  eligibility 
is  certified  by  the  welfare  office  for  each  individual  claim  (in  yery   small 
states)  insurance  data  can  be  entered  on  the  claim  at  that  time. 
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there  is  any  insurance  and  if  so,  what  coverage.  The  response  to  such  a 
question  can  be  edited  against  the  insurance  data  maintained  by  the  state, 
so  that  inconsistencies  may  be  resolved.  Note  that  the  yes/no  question 
must  be  marked  either  yes  or  no  on  every  claim,  in  order  for  this  system 
to  be  effective,  and,  if  not,  the  claim  must  be  returned  to  the  provider 
for  completion.  Only  in  this  way  can  it  be  assured  that  the  provider  has 
asked  the  recipient  about  coverage  and  has  informed  the  state  if  such 
coverage  exists.  It  is  not  acceptable  merely  to  ask  the  provider  to  indi- 
cate other  payments,  since  this  may  be  ignored  by  the  provider  or  alternatively 
the  provider  may  bill  other  insurance  and  not  inform  Medicaid  until  the  time 
that  collection  is  made.  On  the  other  hand,  a  yes/no  question  (with  emphasis 
on  the  need  for  a  separate  "no"  box  )  cannot  be  ignored. 

5.4.5  Invest!  2ate__All_Insuranc9_Cl  aims 

Any  claim  that  shows  an  amount  paid  by  other  insurance 
should  be  routed  to  the  insurance  group.  In  combination  with  the  eligibility 
file  edit  mentioned  above,  this  ensures  that  all  possible  insurance  is  man- 
ually investigated. 

A  state  may  not  wish  to  examine  manually  all  cases  where  there  is  an 
insurance  payment.  As  an  alternative,  such  claims  may  be  sampled  to  determine 
that  insurance  payments  are  reasonable  and  correct.  Sampling  can  be  biased 
toward  high-dollar  claims,  and  reasonableness  edits  can  be  instituted  to 
insure  that  cases  of  suspected  unreasonable  payments  are  included  in  the 
sample.  If  such  sampling  indicates  a  fair  amount  of  erroneous  insurance 
payments,  the  state  can  revert  to  the  procedure  of  examining  all  insurance 
payments  manually. 

5.4.6  5f9ylri^§0i-2f-^'^^y!I2!2£S-^22''2"§^l2n.2f-§?DSfli2«2!C 
Re^ect_Letter 


Whenever  the  state's  file  indicates  a  recipient  has 
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insurance,  providers  should  be  required  to  submit  an  insurance  explanation 
of  benefits  or  reject  letter  (indicating  no  coverage)  to  substantiate 
insurance  payments  or  lack  thereof.  If  a  rejection  letter  is  received,  it 
should  be  used  by  the  state  to  correct  coverage  information,  after  appropriate 
followup. 

As  an  alternative  to  the  reject  letter,  a  state  may  wish  to  accept 
a  provider  statement  that  insurance  is  no  longer  in  force.  In  this  latter 
case,  such  claims  should  be  audited  on  a  sample  basis  to  determine  the 
accuracy  of  such  statements.  If  problems  are  apparent,  reject  letters 
should  be  required  (perhaps  only  for  certain  providers). 

5.4.7  Al 1 _Insurance_Payments_Checked_f or_Reasonab^ 

Many  states  will  accept  any  payment  as  fulfillment 
of  the  resources  requirements,  regardless  of  whether  it  is  reasonable  (e.g., 
$1.00  insurance  against  a  $3,000  hospital  claim).  From  the  file  of  insurance 
policies,  and  from  contacts  in  the  insurance  companies,  the  reasonableness 
of  the  payment  can  be  determined,  and  the  claim  returned  to  the  provider 
if  appropriate,  with  all  pertinent  information,  including  carrier,  policy 
number,  coverage,  etc. 

Insurance  payments  which  appear  "reasonable"  may  still  be  inaccurate. 
Such  payments  can  be  audited  on  a  sample  basis  to  determine  accuracy.  If 
there  are  significant  problems  apparent,  it  may  then  be  desirable  to  audit 
all  payments  of  large  claims  for  selected  insurance  companies. 

5.4.8  Stron2_Reiection_PoHc^ 

Because  of  the  extensive  and  up-to-date  files,  the  in- 
formation on  insurance  will  hopefully  be  reliable,  and  can  be  used  as  a 
basis  for  strong  policy  regarding  rejection  of  claims.  Such  a  policy 
insures  that  if  insurance  resources  are  available,  they  will  be  billed,  or 
evidence  will  be  presented  to  dispute  the  insurance  coverage. 
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If  a  state  permits  a  provider  to  bill  Medicaid  when  an  insurance 
payment  is  not  received  within  a  specified  time,  controls  must  also  be 
Instituted  to  insure  that  such  time  limits  are  enforced  and  that  there  is 
routine  followup  of  the  case  with  the  provider  and  the  insurance  company. 

5.4.9  Insuraiice^Oata^Conected^from^Providers 
Occasionally,  a  claim  is  submitted  that  shows  an 

Insurance  payment,  but  for  which  there  is  no  indication  on  the  insurance 
file.  This  data  must  be  forwarded  to  the  appropriate  department,  usually 
the  social  worker,  for  followup.  This  type  of  situation  can  arise  when, 
for  example,  children  are  covered  under  a  labor  union  policy,  even  when  the 
member  is  not  working  or  when  the  parents  are  divorced.  The  recipients  may 
not  be  aware  of  the  coverage,  but  the  family  doctor  may  well  have  this 
Information. 

5.4.10  Summary 

To  summarize,  a  comprehensive  system  of  controls  for  health 
insurance  contains  the  following  elements: 

a)  A  manual  file  containing  details  of  insurance  including  policy 
number  and  coverage,  prepared  at  the  time  the  recipient  applies 
for  public  assistance  or  Medicaid. 

b)  A  manual  file  containing  all  major  standard  insurance  policies 
with  details  of  coverage. 

c)  Data  on  the  eligibility  file  to  indicate  recipients  with  other 
insurance  and  computer  edits  to  suspend  any  claims  for  such 
recipients  that  show  no  insurance  payment. 

d)  A  manual  or  computer  procedure  that  routes  all  claims  shewing 
other  insurance  payments  to  the  insurance  unit. 
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e)  Communication  of  insurance  information  for  recipients  to  providers, 

f)  Requirement  for  providers  to  indicate  if  there  is  other  insur- 
ance through  a  yes/no  question  on  the  claim  form. 

g)  Requirement  of  submitting  insurance  explanation  of  benefits 
or  insurance  reject  letter  with  Medicaid  claims. 

h)    A  policy  of  checking  the  reasonableness  and  accuracy  of  in- 
surance payments  against  the  policy  benefits. 

i)    A  strong  policy  of  rejecting  claims  which  do  not  have  the  re- 
quired documentation  or  which  have  not  met  the  requirements 
of  billing  insurance  resources. 

j)    Followup  procedures  for  cases  in  which  insurance  companies 
have  been  billed  but  payment  not  yet  received. 

k)    Utilization  of  claim  information  to  revise  any  inaccurate  or 
out-of-date  data  on  the  insurance  file. 


5.5    Control  of  Recipient  Spenddown 

-One  problem  associated  with  the  spenddown  requirement  is  that 
of  ensuring  that  the  patient  has  actually  paid  the  bills  he  is  responsible 
for  and  that,  they  are  not  submitted  later  and  paid  by  Medicaid.  This 
can  happen  as  eligibility  may  start  before  these  bills  are  incurred  so  that 
other  bills  can  be  paid.  For  example,  the  patient  may  be  required  to  pay 
the  physician  bill,  with  Medicaid  paying  the  hospital  bill  and  all  other 
services.  A  problem  thus  arises  when  the  bills  used  for  spenddown  are  not 
for  the  earliest  dates  of  service;  hence  the  effective  eligibility  date  must 
be  set  earlier  than  the  dates  for  the  spenddown  services,  so  that  the  claims 
not  covered  by  spenddown  may  be  paid. 

-The  State  of  Nebraska  has  an  noteworthy  method  of  handling  this  pro- 
blem. When  the  welfare  worker  determines  eligibility  and  the  bills  that  will 
be  paid  by  the  patient,  he  generates  "pseudo-claims"-  that  are  entered  into 
the  paid  claims  history,  but  not  paid.  They  are  specially  flagged  as  being 
part  of  the  spenddown  requirement.  If  a  provider  attempts  to  bill  Medicaid 
for  part  or  all  of  these  services,  his  claim  will  reject  as  a  duplicate  of 
an  "already  paid"'  bill.  In  this  way  eligibility  can  start  prior  to  this 
service  date,  with  the  confidence  that  "spenddown  bills"  will  always  be 
detected. 
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5.6     yoisys-BssiElfD^^yn'^S!- 

In  most  states,  case  numbers  are  assigned  to  recipients  by  the 
counties  and  typically  are  changed  whenever  the  recipient  moves  to  a  different 
county  or  changes  aid  categories.  Such  a  lack  of  a  unique  identification  num- 
ber hinders  effective  claims  processing,  especially  that  processing  which  is 
concerned  with  a  recipient's  paid  claims  history  (e.g.,  duplicate  edits). 

In  the  State  of  Georgia,  each  Medicaid  recipient  is  assigned  a  unique 
number  (in  addition  to  the  county-assigned  case  number),  which  remains 
unchanged  if  the  recipient  changes  counties  or  aid  categories.  Thus,  all 
paid  claims  history  for  a  recipient  is  linked,  which  facilitates  more 
accurate  claims  processing  (e.g.,  for  duplicate  and  other  history-related 
edits)  and  more  effective  Surveillance  and  Utilization  Review. 
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5.7    Prior  Authorization  File 

In  order  to  control  utilization,  some  states  require  certain 
procedures  or  types  of  services,  such  as  hospital  admissions,  dental  work, 
eyeglasses,  etc.,  to  be  authorized  prior  to  service.  One  method  of  con- 
firming that  the  authorization  was  obtained  is  to  require  it  to  be  submitted 
with  the  claim.  This  method  has  the  advantage  of  being  simple  but  has  two 
disadvantages:  first,  it  requires  a  thorough  manual  check,  which  can  become 
complex  when,  for  example,  extensive  dental  work  is  authorized  and  billed 
■on  multiple  claims;  and  secondly,  there  is  the  embarrassing  possibility  of 
authorizing  services  which  may  later  be  denied  for  such  reasons  as  eligibility, 
non-covered  procedures,  etc. 

The  State  of  Virginia  has  a  particularly  effective  method  of  dealing 
with  these  problems.  When  processing  a  claim  for  a  procedure  which  requires 
prior  authorization,  the  claim,  is  matched,  procedure  by  procedure,  against 
a  prior  authorization  previously  placed  on  a  computer  file.  These  prior 
authorization  records  themselves  have  already  been  exposed  to  many  edits 
similar  to  those  used  in  claims,  processing  and  generally  have  a  limited  period 
of  validity.  For  example,  prior  authorizations  are  edited  for  provider  and 
recipient  eligibility,  data  validity,  restrictions  on  the  service  (e.g., 
required  dental  quadrant,  age  restrictions)  whether  the  service  is  covered, 
etc.  This  method  of  controlling  prior  authorization  facilitates  more  thorough 
and  less  error-prone  processing  than  in  other  states  which  rely  on  a  manual 
system  to  review  prior  authorization  attachments. 
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5.8   Nursinq-Home  Claims 

There  is  one  common  method  of  handling  nursing  heme  claims 
that  is  used  in  the  majority  of  states  evaluated  for  this  study.  This  is 
the  method  whereby  a  "turnaround"  claim  is  computer-generated  by  the  state 
and  simply  certified  by  the  nursing  home  operator.  This  method  is  capable 
of  keeping  errors  to  a  minimum;  however,  it  is  essential  that  controls  exist 
to  ensure  correct  generation  of  these  billing  documents. 

5.8.1  IyC02r2y0^_t!y!C5iG2_!i2!D?-51§i!13§ 

Examples  of  turn-around  claims  are  given  in  Figures  2 
and  3.  It  can  be  seen  that  one  line  or  section  is  allocated  to  each  recipient 
and  includes  data  such  as  recipient  name  and  ID,  "to"  and  "from"  dates 
of  services,  level  of  care,  payment  rate,  recipient  contribution  and  resulting 
payment  by  the  state.  The  claim  has  the  usual  space  for  signature  by  the 
nursing  home  representative,  who  is  responsible  for  making  any  changes  that 
have  occurred  during  the  previous  month,  such  as  admission,  discharges,  etc. 

5.8.2  Ioi^i§SiD9-Iy!rOlS!!!2yO^-222yi!?0^ 

A  turn-around  claim  system  by  itself  is  not  a  sufficient 

control.  It  prevents  errors  in  billing  rates,  patient  contributions,  and 
charges  for  additional  services,  but  tends  to  be  self-perpetuating.  Good 
controls  must  therefore  exist  over  initiating,  continuing,  and  ending  billing 
for  recipients. 

The  State  of  Kansas  has  a  particularly  noteworthy  method  of  initiating 
nursing  home  billing.  The  form  used  is  shown  in  Figure   4.  This  form  in- 
cludes not  only  the  Welfare  office  information,  but  also  the  physician's 
report  and  recommendations  for  treatment.  Since  this  is  required  before  a 
nursing-home  can  be  paid,  it  ensures  that  each  recipient  is  admitted  by  a 
physician,  ar.d  that  a  treatment  plan  has  been  prepared. 
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Figure  2:     Example  of  Turnaround  Nursing-Horae  Claim 


60 


•  o 

+ 

» 

•■ 

* 

»   . 

4 

N 

»,- 

» 

♦ 

* 

• 

4 

M 

aa 

«■ 

4        4 

* 

4       4 

♦ 

♦ 

• 

4         • 

•4 

n 
1 

a  z 

* 
» 

I        \ 

» 

4        4 

* 
• 

• 

* 
» 

•       4 

4 
4 

9> 

r 

♦ 

4        4 

» 

4        t 

4 

% 

4 

4        4 

* 

» 

r 

* 

4        4 

> 

4        « 

» 

• 

4        4 

4 

;  1 

o  >- 

» 

4 

» 

• 

♦ 

* 

4 

4 

4 

)  a 

-a  3 

.<   • 

• 

at    4 

« 

ft        • 

» 

<X         4 

» 

4            Of       4 

4 

a.    4 

4 

( t^ 

J3  < 

\U 

•» 

M 

» 

.^ 

» 

OJ 

« 

4             UJ 

4 

Uj 

4 

k  N 

Z  1- 

• 

Z  1- 

IT 

I  ^- 

♦ 

z  .- 

• 

X  »- 

4 

r  ^ 

* 

lA 

fc-  r 

» 

^  X 

It 

►•  ~ 

* 

►-  E 

♦ 

>-  1 

4 

H-  T 

4 

•  r- 

< 

» 

■t 

<» 

«< 

• 

•< 

» 

<t 

4 

4 

4 

r 

«i 

• 

>/> 

» 

^ 

* 

./I 

» 

>/i 

4 

y> 

4 

^ 

W  A 

>■  ►- 

* 

>•  H- 

» 

V  *' 

» 

>  >- 

• 

>t- 

* 

V  ^- 

4 

i  X 

3  V 

• 

X  w 

♦    ' 

4 

X   .11 

» 

% 

r  u' 

» 

t 

X  — 

• 

4           Z   Ol 

4 

4 

Z  -u 

4 

-*o 

4   < 

• 

a-  Z 

* 

4 

A.  Z 

•ft 

4 

0.  2 

4 

4 

a.  z 

* 

♦      a.  2 

4 

4 

OL   2 

4 

J  ►- 

z  a 

• 

« 

« 

• 

» 

* 

c  < 

J 

• 

♦ 

• 

It 

• 

4 

wia 

a 

3-1 

* 
IP 

«• 
» 

• 
*    • 
«     • 

4        4 
ft       4 

» 

» 
• 

» 

'    « 

4      • 
%      « 

• 

» 
• 
• 

• 

<* 

• 
» 

» 

» 
• 

• 

• 
4 
4 
4 

r  *• 

• 

* 

« 

»        4 

«       ' 

• 

•       4 

♦ 

• 

« 

•                4       4 

4 

4 

4        4 

» 

< 

• 

* 

4 

4       4 

» 

4 

•        4 

> 

4 

» 

4                 4       4 

4 

4 

4       • 

4 

c  a 

» 

• 

«» 

* 

4 

4 

UJ 

u\ 

■» 

1/1 

l» 

«/> 

V 

• 

'A 

♦ 

v/1 

4 

la 

'X^U 

•> 

Z  UJ 

ff 

2  'XI 

♦ 

•".  jj 

« 

2u< 

4 

2  UJ 

4 

—  u 

• 

-4    U 

• 

—  J 

» 

«-  <j. 

i> 

"4  O 

* 

—  U 

4 

T  X 

• 

Z  a; 

* 

E^ 

t 

s  X. 

-« 

'.1 

♦ 

S  jC 

4 

VI 

a  3 

» 

J  T 

» 

.' 

O   J 

4 

• 

.J  '.3 

4    . 

Jt  > 

.^ 

<  o 

» 

^4 

<  3 

•0 

•«4 

<  3 

It 

mA 

-t  3 

14 

-4        <  3 

» 

r^ 

<  O 

4 

a  < 

m 

1/1 

* 

'0 

ii 

* 

l*\ 

wi 

» 

"1 

<rt 

4 

.■n           i/> 

4 

1 

w1 

4 

Z  O 

o 

» 

3 

* 

CJ 

tt 

o 

4 

3 

• 

.'J 

4 

a  X 

■» 

5i 

^ 

u  Z 

* 

3  Z 

4 

O  Z 

4 

o  r 

-♦ 

s 

C3h- 

» 

c  >- 

fr 

O  1- 

» • 

3   H- 

4 

n  ^ 

« 

3  s 

4 

•^O 

♦ 

-i  a 

« 

-1  3 

• 

-■J  3 

• 

-1  c 

» 

-1  a 

4 

Ifl 

• 

OS 

lO 

^» 

■a 

♦ 

3J 

♦ 

CJ 

* 

A 

» 

« 

4 

3 

z  o 

o 

» 

3 

» 

o 

4 

CJ 

4 

a 

4 

a 

4 

G 

4 

U  </1 

a. 

• 

CL 

» 

a. 

• 

a. 

4 

a. 

4 

a> 

4 

Irt  4 

• 

* 

• 

• 

4 

* 

4 

« 

4 

4 

• 

4 

> 

M    Ol 

* 

• 

» 

• 

• 

• 

* 

• 

• 

4 

» 

4 

• 

^ 

4  . 

a«e 

*  3 

» 

•  o 

• 

4-3 

* 

•  w 

4 

43 

4 

4   O 

• 

s 

•  O 

» 

• » 

• 

•  3 

♦ 

•  3 

• 

•  O 

4 

4    tj 

4 

o 

• 

• 

• 

• 

4 

* 

• 

4 

4 

4 

4 

4 

X 

J 

lAt\ 

* 

1/1  o 

.  » 

V»  >.» 

» 

^/i  a% 

» 

o  .<> 

• 

VI  «\ 

4 

1 

a 

h-  -o 

* 

4 

»-   r 

♦ 

» 

H»  M 

9 

»-   4i 

4 

4          k.  iM 

** 

1-    0 

4 

Ol 

{ 

ij 

t 

r  n 

* 

• 

2  m 

* 

• 

2  ^r 

« 

Z  <^ 

4 

4      2  >r 

4 

A  («1 

4 

S; 

><\ 

Z  vu 

s 

»i4 

• 

N 

taq 

» 

N 

■4 

* 

X 

*m 

4 

■s      — 

4 

V. 

■• 

4 

^• 

O  •- 

• 

iX 

» 

4 

o. 

» 

4 

a. 

<» 

o. 

* 

4      a. 

* 

X 

4 

</1 

l>-     "N 

W-.   < 

• 

* 

4 

» 

4 

« 

«• 

4 

4 

1 Z       "* 

»"  3 

X 

♦ 

^ 

* 

V. 

» 

N, 

4 

N 

4 

s 

• 

)  Ui         !"> 

a 

f 

i~ 

# 

4 

K 

• 

r* 

■> 

t- 

» 

•             »> 

4 

r44 

4 

(  X       ^ 

• 

•  T. 

♦ 

• 

•  r 

» 

• 

•  r 

i» 

•  s: 

» 

»         "X 

4 

4    £ 

4 

z 

vii        ct 

•  < 

» 

•  < 

* 

4    -* 

• 

•  •« 

4 

4     < 

4 

4     < 

4 

^       O 

• 

» 

• 

• 

• 

« 

• 

4 

4 

4 

4 

• 

"O 

i  < 

•  _> 

• 

•  ^ 

» 

»    ^ 

» 

4     ^ 

* 

«   ^ 

4 

4    -i 

4 

e 

;^    3 

h- 

•  < 

> 

4    < 

» 

4      * 

» 

4     < 

4 

4     <( 

4 

4    < 

4 

3 

•  uf     a: 

uC   ^ 

f 

«  V- 

■* 

4 

4    >-• 

* 

4 

4   !«• 

* 

« 

4  r* 

4 

4                 4    1- 

4 

4 

4    H- 

» 

o 

z 

Ui  »- 

• 

•  O 

• 

• 

4    3 

• 

• 

4    3 

» 

4 

•  3 

■» 

4                 4    O 

« 

4 

4    Q 

♦ 

I. 

o      ►- 

o  ♦« 

V 

h- 

* 

N 

^— 

» 

V 

1— 

» 

V 

1- 

4 

V                      1- 

4 

»S 

^ 

4 

to 

c 

3 

i  z 

uj  3 

• 

o 

* 

4 

O 

•• 

• 

3 

♦ 

• 

O 

4 

•        3 

4 

4 

_J 

> 

l<    <A 

at 

' 

J* 

o 

* 

4 

w 

9 

« 

G 

f 

• 

.J 

14 

4            O 

4 

4 

a 

4 

.       f 

» 

a   4 

» 

O     • 

S- 

G     • 

4 

O        4 

4 

o    • 

4 

r     s 

-i       4 

• 

^       4 

* 

_*         4 

'* 

J     • 

4 

-1        4 

* 

u   • 

» 

lX>       4 

• 

UJ       • 

• 

CO        4 

• 

d        4 

4 

•a    • 

4 

itl    ■ 

4 

)  <      o 

•  u 

<» 

• 

» 

<t 

« 

4 

4                           4 

4 

4 

J  J     N 

r  -t 

«• 

4 

♦ 

4 

4 

4 

4                          4 

4 

4 

la 

*  (J        (O 

3  J 

ff 

4 

« 

« 

4 

4 

4                     4 

4 

4 

]         o 

z  z. 

» 

4 

• 

4        • 

« 

4 

4        4 

» 

4                 4       4 

4 

•      • 

> 

(»- 

♦ 

4 

• 

4 

» 

• 

4 

4 

4                 4 

4 

• 

4 

o 

•J  H- 

•  ee 

» 

4 

•  a: 

V 

•  ■£ 

<« 

t 

4  ce 

4 

4                 4    QC 

4 

\  "^ 

• 

^  2 

at 

4    OJ 

» 

4 

4    «*J 

♦ 

4    4/ 

♦ 

4 

•  UJ 

4 

4                 4    ^ 

* 

4 

a; 

• 

c 

Ui 

4     ~ 

» 

4 

4     X 

♦ 

•  z 

« 

4 

4     X 

» 

4     X. 

4 

•  c 

* 

4 

i/i  'J  O  (B 

4   ►— 

• 

4 

4  r* 

* 

4    ?» 

» 

4 

•  r- 

4 

4                 4    ^» 

* 

•  p— 

* 

"a. 

a:  u 

o  t 

•  ^r 

•  a 

» 

4  i;^ 

•  3 

• 

4     3 

* 

4 

<M 

•  3 

4 

•  '1     4  ;;; 

4 

4    WiJ 

•  o 

4 

30  « 

3 

«     *>4 

» 

4    O 

» 

• 

4 

3 

» 

4  O 

» 

4  (N 

4 

(5 

1 

«:  < 

r. 

•      M* 

a. 

» 

•  rm 

0. 

» 

■X 

» 

4 

«i^ 

0. 

4 

4   —    0. 

4 

4  *m 

a. 

4 

3    • 

• 

3       4 

• 

3     • 

* 

3        4 

4 

3       4 

» 

3     • 

» 

X 

i 

</l       4 

• 

l/>       4 

* 

V»       4 

» 

./I       4 

4 

1/1      4 

4 

Jt         4 

4 

Ui 

> 

• 

• 

4 

» 

• 

* 

4 

4 

4 

4 

4 

4 

o    • 

• 

C       4 

: 

a  • 

• 

o    • 

4 

O       4 

4 

Q    ; 

4 

> 

• 

■J      .4 

» 

t 

\U        4 

• 

J        4 

* 

4 

UJ        • 

4 

4    '^       4 

4 

4 

» 

•  • 

X  OS 

t 

s    • 

♦ 

• 

r  • 

♦ 

• 

X        4 

•» 

4 

2        4 

4 

•    X        4 

4 

4 

.•c    • 

> 

n 

<XI 

r 

ff 

4 

» 

• 

4 

» 

t 

• 

* 

4 

4 

» 

4                4 

4 

4 

4 

w 

I/I 

♦ 

• 

* 

4 

4 

« 

01 

•Ji 

•♦ 

1"^ 

• 

OS 

• 

« 

» 

IS 

4 

* 

4 

i. 

Ji 

»^ 

• 

4    OJ 

* 

4 

•   tei 

• 

• 

4    'JLI 

» 

4 

4    OJ 

* 

4        4    ^ 

-* 

* 

4       J 

» 

3 
O 

• 

in 

;r 

£.   • 

4  TZ 

» 

4 

4    Z 

♦ 

• 

4    Z 

> 

« 

4  r 

4 

4        4    X 

» 

» 

•  z 

» 

s 

:^ 

?i  * 

4  r- 

» 

4 

4    ^ 

♦ 

• 

•  r* 

» 

• 

4   1- 

■♦ 

•        4  1— 

4 

4 

•  >» 

• 

j\ 

■'.■ 

> 

4 

•♦ 

♦ 

4 

4 

4 

4 

• 

4 

m 

^ 

•  T 

* 

■.  ^ 

•  r 

♦ 

4  r 

» 

l^ 

•  z 

4 

•    I 

4 

4      C 

* 

« 

^ 

> 

•  2 

♦ 

1^ 

•  2 

4 

4    ^ 

» 

I  2 

•^ 

4  ;^ 

4 

•  2 

4 

-0 

r 

^ 

*  "-I 

» 

4    *^ 

* 

4      M« 

• 

h 

4 

,U                 4    » 

* 

4    -^ 

4 

* 

Ol 

•XI 

» 

-» 

t 

\\ 

4 

a 

4 

T 

4 

£ 

> 

iX 

> 

» 

h 

V 

* 

*i  '-^ 

V 

» 

\ 

A: 

> 

i 

c  .N,  > 

*     . 

^  ,' 

>- 

4 

Ol 

Ol 

< 

1^ 

O       4 

il- 

-)       4 

* 

pi  ") 

U        4 

4 

u. 

^ 

O         4 

♦ 

L    O    J        4 

4 

.)         • 

«/ 

:      Z 

:— 

J 

■J 

: 

?:   • 

-» 

^ 

5Z      4 

> 

r   • 

* 

K 

r        4 

♦ 

i:  ^  = 

4 

c    • 

* 

* 

£ 

C       4 

» 

Z       4 

■> 

■J 

z   • 

* 

r 

z    • 

t. 

4 

v 

» 

UJ 

-; 

0.        4 

» 

^ 

A         4 

» 

^ 

a.    4 

» 

C 

^        4 

4 

r     a-   • 

4 

J.         4 

4 

1 

»^ 

-1 

-  ^ 

4 

* 

n  ^ 

» 

-  'rt 

» 

pi 

V.'. 

4 

»^ 

-'  i     ; 

4 

'    -v 

• 

> 

a. 

< 

n 

• 

» 

d'^ 

> 

'  1^ 

4 

» 

M 

f«- 

4 

4\ 

♦ 

■.   .-^ 

4 

> 

i 

t-i 

> 

UJ 

» 

<* 

12 

* 

•  ■  V 

• 

« 

r 

V, 

4 

» 

•     "N              4 

4 

'■    N 

4 

4 

o 

O 

f— 

4 

» 

4 

?• 

-    -• 

4 

♦ 

L 

-4 

4 

4  ' 

J      ^       4 

4 

• 

» 

: 

4i 

oe 

< 

•  a 

9 

«  a£ 

♦ 

j'3 

4    * 

* 

C 

o 

4  a' 

4 

JO       4     ij 

4 

y  ■' i 

4  s<: 

4 

X 

X 

n 

J  N 

•  a 

♦ 

£  N 

4    -Xt 

» 

f  V 

4     UJ 

»• 

J> 

>» 

•   J) 

4 

OJ     S        4       J 

4          1 

U     V 

4        J 

» 

t 

a. 

•*• 

•  I 

4 

•  Z 

> 

.-♦ 

4     X 

» 

•  r 

• 

->    •   Z 

» 

t     r 

» 

< 

2 

4    t— 

* 

6 

•     ^" 

4 

'J 

4    ** 

* 

3 

4    p- 

4 

3      4  ,- 

♦ 

•  » 

4     ^- 

« 

: 

•4 

4 

♦ 

m-l 

« 

♦ 

ij 

« 

• 

, 

♦ 

<»4                 4 

4 

y 

g 

» 

aC 

1^ 

4    X 

* 

a 

•  r 

> 

\ 

•  X 

• 

4     X 

4 

^                 •     "^ 

4 

■\ 

•    C 

» 

d 

'I'** 

o 

» 

h  >> 

o 

■> 

5  -0 

o 

» 

■^ 

^ 

4 

■     O         vj 

4 

k'  f» 

o 

4 

2 

■ 

T^ 

>  a. 

♦ 

\'    o 

j-a 

* 

J  .«^ 

V  i. 

» 

M 

>    .J. 

4 

i.      -4    >   T. 

•» 

L.  ,> 

>  a. 

» 

ae 

• 

'(  ^ 

ji~» 

• 

r  -> 

O  1.1 

* 

i  <> 

<s  >/1 

4 

O 

■J    1/1 

4 

.-    -O  ..1  .^ 

4 

^ 

J  v-i 

« 

X 

• 

o 

r 

-J* 
1  •» 

^ 

« 

!-•    *• 

-/    1 

» 

-■  .> 

-i 

> 

^' 

> 

^ 

>S 

•  'J*  -1 

4 

:  0 

J 

» 

1- 

J. 

•-4 

h- 

•^ 

<•• 

t^^ 

n 

♦ 

!<  -3 

o 

• 

"  1 

il 

+ 

:  3 

4 

'  :^ 

Tj 

» 

ei 

■4 

a' 

■3      i 

iii 

■5     4 

» 

♦ 

4  f* 

3     • 

» 

i 

£1 

-J        • 

t> 

'    ^  Cj     4 

4 

n    4 

■* 

*i4 

UL    N 

J 

1. 

-< 

J3 

JC        4 

ys 

'""    J 

* 

.'  -J 

A   3 

•i        4 

II 

o 

3S       • 

4 
4 

4 

3^^  : 

4  O 

* 
> 

4          4i 

:£     • 

4 
> 
» 

<> 

4 

» 

-•> 

♦ 

ri 

» 

^•\ 

• 

4 

»%                  • 

4           <J 

r. 

£- 

■  a. 

•        4 

» 

> 

4        4 

T 

•       4 

4 

♦ 

t    t 

hr 

■  •• 

4        4 

♦ 

4 

•        t 

» 

«        4 

i- 

* 

4        * 

4 

•4  .^4  Kl    ^ 

(X 

3 

4 

4 

— • 

t. 

■>! 

4 

* 

•^ 

* 

xl-                  4 

>           u 

r> 

« 

4 

UJ 

^ 

J 

4    Jtf 

« 

> 

•  j: 

» 

D 

•    « 

.> 

J 

4    X 

4 

O          •  Jt 

4 

J 

•  x; 

*♦ 

Ul   >/>  ►-    > 

;; 

O 

•    -U 

> 

•j 

•  lU 

■t 

"J 

4     lU 

» 

^ 

*    UJ 

» 

O                    4    Ol 

^ 

J 

4    UJ 

» 

i.1   Ul  l/»    cU 

< 

> 

•   1 

* 

J* 

4 

X' 

»  z 

> 

> 

» 

o       4  r 

1^            - 

• 

•  c 

4 

1/   il            U 

• 

> 

•  ■— 

* 

7 

4    P* 

w 

» 

n* 

nJ> 

•    |i 

4 

>                 4    1— 

4           '. 

» 

«  s  > 

J 

-4 

* 

-4 

•t 

•4 

• 

> 

■-« 

4 

-4 

* 

■3a>-  -J 

O 

'\ 

•J 'J 

t 

•n 

a    J 

» 

'1 

a  J 

.M 

03  O 

4 

1*1      » .J 

» 

T     . 

•••  o 

» 

.1  o  «  t 

■3 

0 

.<  _l 

* 

■; 

t  o 

•» 

.J 

t   J 

» 

o 

<  ;^ 

» 

o         <  .) 

4 

J 

«t    J 

4 

<<  <  u  u. 

J> 

-J  3 

» 

-J  • 

J   3 

♦ 

^ 

^  o 

» 

■  S 

-^  3 

> 

o      -,» rj 

4 

^ 

_J  3 

♦ 

61 


tt.ysis  otn.  OF  health 
iOULT  aoe  Hcrt  SECTiOK 

us  UXSIS  IVCMUC 
TOPCU.  UNUS  68601 

^C^ya  ^}^oin<;^^^  Referral  Fortn 


PART  A 


rOMH  OSOS  PC  0-1 

anSAS  OCPT.  OF  SOCUI.  4  AEMtlltTAriON  SUVICtS 

KOICAL  SERViaS  secTicv 

STATe  CFFICe  BUIlOlXt 

TOfCKA,    KAHUi    SStU 

HMCslng;  Homa  Faclllcy  Referral   Fora 

maBwiii  ■  III  mil  iiiii.fi'iniiini  iiwaaaaatt— ^b— ■— aas 
TO   HE   CO^CPL£TED   3Y   LOCAL  WELFARE   OFFICE  OR  HOSPITAL PATIENT   mFORMAT^ON 


J.     PATIENT'S  i*n{:      USr,   FIRST 


i.     IIRTM  OATt 
no     OAY     TCAX 


I. 


00       PROS         fWtllY 


C.I- 


no, 


2.    nCOiaRE  NO. 


4.     itt 

SA 


t.     PROVICCR   10.     T.     Wne  OF  rACILITY  TRANSfCARINS  TO: 


S.    ACSPOSSISIE   PtftTt:     HAn{,  AOORUS,  PMOME.  RElATIO)«Hir 


10.     OATES  <y^  STAT  «T  FACILITY  TRANSFEPRIN6  FRCMt 


II.     XAWE  OF  FACILITY  TRAlgFERRIHg  FRqM; 


9.     DATE  Of  THi;   rHANSFCR 


WOMTH 


YEAH 


(*)  AQH 


|}.     SfictiA   IN  CSARQE  AT  Tik  Of   TRAKSFE/l 


(iiOISCT 


iTrTrrirTMir5irr5m"7STmpiTTrrjjr 

YES        so 
Y(p  mry  Pi^^niTYT       ^     ttZi  i 


li.  If  ka;  mK' »  m  'Dgen» 


PART   B 


TO  3E  COMPLETED  BY  PHYSICIAN 


>gDICAL  INFORMATION 


I.  '6itt  Of  usT'Pttrsim:  EjSh: 


TT^t-iuhtSSijHKjfliWl  i^iSTJAV,  LwHiMATliSJ'. 

OIASXOSIS   (fAY  ATTACH  NECESSARY  DOCUMENTS) 
PRIMARY,  SECONDARY,    IKCIUOE  DATE  CF  ANY  FRACTURES, 
HOSPITALUATION,  ETC. 


3.'  wef.scsi5" 


U'UBlC   TO  SPEAK   O 


PHYSICIAN'S  PLAN  Of  CARE,   PARGE  CF  SERVICE  NEEOS, 
WRinEM  C9JECTIVES  «H0  ORDERS  FOR  f^OtCATICW. 
TREATrtNTS,  RESTORATIVE  ANO  HEKAJIIITATIVE  SERVICES 
THERAPIES,  OIET,  ACTIVITIES  ANO  OTHER  SPECIAL  F«0* 
CEDURES.     (MAY  AHACN  NECESSARY  OOCUrENTS) 


S. 


SPEECH 
HEAR  IKS 


NCRrAl 


^tCHT 


NCTfA 


s 


IMPAIRED 

IHNiftgS' 


NCRTAi.   cy      ^}'{''l^'^} 


9LU0 


MENTAL                 AOiAYS                    OCCASlOIUUT  AliiAYS 

STATUS               AlERT     C7        CO'IFUSED  C7  COHFUSEO   £7 

HELP  VITH  CAMKCT 

FEEOIilfi              l'<OEPEN0E'<T^    FEECU'S  jC7  FEEC  SELF  O 


PRESS  I S6 


HELP  WITH 
IHOEPEHOEVT^    PRESS  I  MO  /^ 


CANNOT 


DRESS  SELF  Q 


HELP  10  9E0PAN  OB 

EllHINATIW     INOEPEHCEHTO    IATKRCCH  ^  URIMl    C7     HePITIHEKT  ^ 

REQUIRED 

JaTKIMG  SED  3ATh  -      .     I 

gATMIM  mtlEPEWOEIT  £7   WITH  HELP^mTH  h£lP<7eE0  MTH    C7 

ARtUUTORY  WALKS  WITH         SCO 

STAH-iS IHOEPENOENTO  ASSISTAHCeCTTO  CXAIR£7SCT  aOUHC  O 


S.     IMPCSTAHT  MEoiai.  J>iFCHrATICN     (CHECK   IF   WESEHT) 
ALLERGIES         £y  cSmVULSICNS    £7 

AfffUTATIOtt       C7  OECUSITCS       O 

COICSTCHT        C7  ■  PARALYSIS       £7 

C*»TCSE  £7  (EXPUkll*  TY«) 

CONTRACTURES   £7  OTBCR      £7 


T.    T. a.  SKIS  TEST  DATE. 

CHEST  I-*AY  PATE. 

CSX.  0ATE_ 

SERCICSY  0*TE_ 

URtai«l$  DATE 


, RESULT 
,  RESULT 
.  RESULT 
_  RESULT 
RESULT 


(CHECX  If  FATIEKT  USES) 
CATHETER       £7 
CANE  £7 

CROTCHES     O 
PENIURES      iy 

EYtsusses  /J 


HEAR  INS  AID        C 
UALKOt  O 

WHEELCHAIR  O 

OTHER  (Explain)  £7 


HEFER  TC  •SUICELIHES  fCR   TTTES    W   CARr.) 

CF  CAPS 

SKIUED  '.iJ.'SlNG  CaRE,  24  hR/OAY-7  OAyA^K  PRCFESSIOHAL  R.V. 


9, 


TYPE    Cf  CASE   PfiESCaiP£ 


COOES 
I 

2 
3 


OR   l.PrS.  VUflSIW  SUPERVlStOt 
"m-TERMeouTE  yjRSIKs'CARE,  8  hR/OAY-40  hrM  PSCFESSIONAL  R.»t.  OR  \.J.^.  rjRSINC  SUPERVISIOH 
'INTESMCIATE  CARE  FOR  THE  MEHTALLY  RETAR0E9 

■intermediate  PERSOWL  cape,  aRE   lESS  THAN  ABOVE,  MAY  HAVE  SOTE   PUCrESSIOSAj.  MURSIH6  SUPERVtSIW 

8C*RC1NS  HC«,  MtSTlY  Seif-CARE  WITW  MINIMAL  SUPERVISION 
I  OR  2  SEP  HWE 
I  CERTIFY  THAT  SERVICES   IROICATEO  A90VE  ARE  REOUIRtO  TO  SE  8IYEN  ON  AN   INPATIENT  SASIS  TO  THE  ABOvE-NAMEO   PERSON,     THE  NEED 
FM   KijRSIRS  URE  AS  INDICATED  ABOVE   IS  REQUIRED  ON  A  CCNTINua'S  BASIS  FCR  CQHOITIONS  WHICH  HAVE  EXISTED  REOUIRIW  PREVlOlS 
MEDICAL,   HOSPITAL  ANO/CR   NURSING  HOt  CARE  PRICH  TO  THIS  TRANSFER. 


DATE 


SIGNED 


O.O.  on  MJ). 
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5.8.3    Wel_fare_Office^Reyiew_of_Bi_12in2 

In  order  to  maintain  control  over  continuing  nursing 
home  patients,  it  is  essential  that  the  local  Welfare  office  is  informed 
of  the  billing,  to  check  level  of  care,  patient  liability,  and  the  continued 
presence  of  the  recipient  in  the  home. 

In  the  State  of  (Nebraska,  a  special  listing  is  produced  by  the  com- 
puter during  the  monthforthe  Wei  fare -office  to  enter  the  patient  liability 
for  that  month,  and  to  add  and  delete  recipients.  One  copy  is  sent  to  the 
nursing  home  and  the  other  to  the  central  office.  In  this  State  the  home 
administrator  enters  the  patient  liability  on  the  turn-around  claim  and 
returns  it  to  the  central  office,  where  it  is  checked  by  the  computer  against 
the  Welfare  office  listing. 

Another  method  of  control  is  to  send  a  copy  of  the  nursing  home  payment 
to  the  local  office  for  confirmation  and  changes.  In  this  case  patient 
liability  is  calculated  to  be  the  same  each  month,  requiring  less  work  on 
the  part  of  the  social  worker. 

5.0.4  PsCi2^iS>2Sviews 

The  state  is  required  to  carry  out  an  on-site  review 
periodically.  In  the  State  of  Oklahoma,  a  special  listing  is 

produced  for  this  purpose,  and  the  social  worker  is  provided  with  this 
listing  to  take  with  him  on  this  review.  He  can  then  confirm  that  the 
listing  corresponds  to  the  actual  situation,  including  nursing  home  records 
of  transfers,  home  and  hospital  visits,  etc. 
5.8.5  Dyglicate_Checks 

The  nursing  home  operator  is  required  to  correct  the 
turn-around  claim  if  absences  occur,  or  when  patients  transfer.  Occasionally, 
this  procedure  is  not  performed  correctly.  Such  oversights  can  usually 
be  detected  by  a  cross-provider  duplicate  check. 
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The  State  of  Oklahoma  runs  such  a  check  every  six  months  on  its 
hospital  and  nursing  home  histories.  This  special  program  detects  over- 
lapping service  dates  and  prints  out  conflicting  information.  In  this 
way  a  significant  recovery  is  made  from  nursing  homes  for  payments  made 
while  the  recipient  was  in  an  acute  hospital  or  transferred  to  another 
home.  Judging  from  Oklahoma's  initial  experience,  a  much  larger  number  of  errors 
are  deterred  by  the  existence  of  this  program. 
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5.9    Co-ordination  of  Physician  and  Hospital  Benefits 

It  is  common  in  many  States  to  reduce  the  number  of  days  of 
certain  hospital  stays,  either  because  of  coverage  limitations,  or  because 
the  stay  exceeded  statistical  guidelines  without  good  medical  justification. 
There  are  good  reasons  for  reducing  the  physician  claim  to  correspond  to  the 
hospital  reduction:  in  some  cases,  it  is  actually  state  policy  to  do  so,  and 
even  when  not,  it  is  clearly  a  more  effective  deterrent  to  excessive  hospital 
stays,  since  it  is  the  doctor  who  places  and  maintains  the  patient  under  care 
in  the  hospital. 

One  method  of  achieving  this  is  simply  to  retrieve,  from  claim  history, 
any  related  claims  when  a  hospital  claim  is  reduced.  (In  the  State  of  Kansas, 
as  mentioned  earlier,  such  related  claims  are  in  fact  retrieved  as  part  of 
the  utilization  review  process).  If  related  claims  have  not  yet  been  re- 
ceived, a  "tickler"  file  can  be  maintained  so  that  such  claims  are  ultimately 
made  available. 

A  second  method  of  achieving  coordination  of  physician  and  hospital 
benefits  is  in  operation  in  the  state  of  Oklahoma.  The  state  has  a  coverage 
limitation  of  10  days  hospitalization  without  special  review  and  approval. 
All  hospital  stays  over  10  days,  and  all  physician  treatments  in  a  hospital 
beyond  10  days  are  routinely  denied  unless  approval  is  on  file,  for  a  speci- 
fied additional  number  of  days.  It  is  particularly  simple  to  carry  out  such 
a  procedure  when  there  is  a  fixed  limit  to  hospital  stays;  however,  the  same 
technique  can  be  applied  whenever  doctor's  services  exceed  length-of-stay 
guidelines  based  on  diagnosis.  By  requiring  approval  from  the  review  board 
to  be  on  file,  before  payment  of  doctor's  claims  over  the  limit,  this  policy' 
can  be  effectively  applied. 
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5.10   Consultant  Review 

In  the  State  of  Connecticut,  certain  of  the  medical  consul- 
tants have  instituted  the  practice  of  reviewing  samples  of  incoming  claims, 
or  all  incoming  claims  for  sampled  providers.  Such  a  procedure  facilitates 
the  detection  of  improper  or  erroneous  billing  patterns  which  would  not  be 
routinely  detected  during  normal  claims  processing. 
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5.n   Controls  on  Cost-Reimbursed  Providers 

For  every  type  of  provider  which  is  cost-reimbursed,  the  state 
devises  a  formula  setting  out  the  procedures  for  determining  the  amount  of 
reimbursement.  Such  a  formula  typically  involves  three  elements:  an  audit 
of  provider  costs,  a  determination  of  approved  Medicaid  charges  or  utiliza- 
tion, and  an  equation  to  pro-rate  costs  on  the  basis  of  approved  charges  or 
utilization.  For  example,  hospital  accommodation  cost  reimbursement  might 
be  determined  by  first  establishing  total  accommodation  costs  via  an  audit, 
secondly  establishing  total  approved  Medicaid  accommodation  days,  from 
claims  processing  statistics,  and  thirdly  computing  allowed  Medicaid  costs 
by  multiplying  total  costs  by  the  ratio  of  Medicaid  days  to  total  days.  Simi- 
larly, reimbursement  for  an  ancillary  department  might  be  determined  by  first 
establishing  total  ancillary  costs  via  an  audit,  secondly  establishing  total 
approved  Medicaid  ancillary  charges,  and  thirdly  computing  allowed  Medicaid 
costs  by  multiplying  total  costs  by  the  ratio  of  Medicaid  charges  to  total 
charges. 

Erroneous  payments  may  result  if 

a)  costs  are  not  computed  correctly, 

b)  approved  utilization  or  charges  are  not  computed  correctly,  or 

c)  the  claims  processing  personnel,  unfamiliar  with  the  cost- 
reimbursement  formula,  do  not  apply  adequate  controls  for  cost 
providers  because  they  mistakenly  believe  that  such  controls 
are  irrelevant  in  view  of  the  cost  audit  and  settlement. 

Of  these  three  causes  for  erroneous  payments,  this  guide  is  concerned  with 

the  latter  two;  cost  auditing  procedures  are  not  considered  here.  The 

focus  of  the  following  remarks  is  to  insure  that  the  prooer  data  is  accumulated 
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during  claims  processing  and  is  made  available  for  ase  in  the  reimburse- 
ment formula: 

1.  The  s-tate  should  recognize  the  importance  of  claims  processing 
controls  on  cost  providers,  such  as  edits  for  duplicate  pay- 
ments, length  of  stay,  key  entry  errors,  etc.,  as  such  con- 
trols do  affect  the  ultimate  reimbursement.  It  is  typically 
assumed  by  cost  auditors  that  tabulations  of  paid  claims 
reflect  only  correct  and  covered  charges  approved  by  claims 
processing.  It  is  not  a  major  function  of  the  cost  audit 

to  detect  erroneous  payments.  (On  the  other  hand,  certain 
techniques  may  be  used  by  cost  auditors  to  provide  assistance 
in  such  detection;  see  Section  5.12).  Any  non-covered, 
erroneous,  or  inappropriate  charges  must  be  denied  during 
claims  processing. 

2.  At  the  time  of  the  cost  settlement,  claims  processing  tabula- 
tions of  approved  services  and  charges  should  be  reconciled 
with  the  provider's  tabulations.  The  state  should  not  rely 
on  the  accuracy  of  the  provider's  records.  The  need  for 
accurate  and  reliable  state  tabulations  is  self-evident. 
Such  tabulations  must  be  organized  so  that  the  appropriate 
categories  of  data  are  available  for  the  cost  reimbursement 
formula.  Special  attention  should  be  directed  to  the  accu- 
rate reporting  of  those  data  elements  (e.g.,  patient  days) 
used  in  the  reimbursement  formula. 
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3.    Claims  processing  tabulations  of  approved  services  and  charges 
should  be  adjusted  for  any  denied  services,  or  services  for 
which  refunds  are  received. 
The  reader  is  referred  to  Section  2,4  for  illustrations  of  how  erroneous 
payments  have  occurred  because  of  failure  to  adhere  to  these  principles. 
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5.12   Cost  Audit  Techniques  for  Detecting  Erroneous  Payments 
The  following  audits  can  be  of  great  value  in  detecting 
erroneous  payments: 

1.  Medicaid  patient  accounts  may  be  audited  for  credit  balances. 
Such  a  credit  balance  will  usually  indicate  either  a  duplicate 
payment  or  an  unreimbursed  insurance  payment. 

2.  Medicaid  patient  accounts  and  admission/discharge 
records  may  be  sampled  and  compared  with  actual  billing  to 
confirm  that  the  state  is  correctly  billed. 

3.  Samples  may  be  used  to  verify  that  charges  to  Medicaid  patients 
are  the  same  as  those  to  the  general  public. 

4.  Medicaid  patient  charges  may  be  compared  with  hospital  averages 
to  detect  gross  differences. 

5.  Medicaid  patient  charges  and  overall  hospital  averages  may 
be  compared  with  previous  year's  statistics  to  detect  gross 
differences. 

It  is  recognized  that  many  states  contract  with  Medicare  for  common 
audits.  In  this  case,  the  above  techniques  would  need  to  be  specified  for  the 
Medicare  auditors,  or  alternatively  state  Medicaid  personnel  would  need  to 
participate  in  the  audit. 
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5.13   Itemized  Hospital  Bills 

Every  state  requires  hospitals  to  bill  on  special  claim  forms 
that  summarize  the  information  on  a  recipient's  hospital  stay.  In  some 
cases,  the  data  is  so  summarized  as  to  be  virtually  useless;  e.g.,  "out- 
patient services,  $256",  or  "room  charges,  5  days,  $300",  "Ancillary  Services, 
$250".  States  that  require  no  more  than  this  have  little  choice  but  to  pay 
as  billed,  with  the  hope  that  any  abuses  or  errors  will  be  resolved  in 
the  annual  cost  audit.  Unfortunately,  the  cost  audit  is  ill -equipped  for 
performing  comprehensive  checks  for  erroneous  payments.  The  audit  must  rely 
on  accurate  data  from  claims  processing,  data  which  is  based  on  accumulations 
of  approved  correct  charges. 

Hospital  claims  may  best  be  controlled  by  requiring: 

1.  A  claim  with  a  detailed  breakdown  of  room  charges  according 
to  categories  as  used  in  the  cost  audit,  e.g.,  semi-private 
bed,  nursery  bed,  intensive  care. 

2.  A  departmental  breakdown  of  ancillary  charges. 

3.  A  copy  of  the  itemized  billing,  giving  details  of  all 
services  and  supplies,  including  date  of  service. 

Most  hospitals  have  complete  accounting  systems  which  produce  itemized 
bills  for  their  private  patients.  (The  Medicaid  claim  is  normally  summarized 
from  such  a  bill.)  This  itemized  billing  is  important  any  may  be  used  for 
several  purposes: 

1.  Checking  accuracy  of  summary. 

2.  Appropriately  reducing  ancillary  charges  when  length-of-stay 
is  reduced. 

3.  Ensuring  that  non-payable  charges  are  eliminated,  such  as  luxury 
items  (T.V.,  telephone,  etc.)  or  charges  by  hospital-salaried 
physicians  that  bill  separately. 
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4.  Partial  confirmation  that  charges  to  Medicaid  are  no  different 
from  charges  to  the  general  public. 

5.  Checking  for  duplicate  billings,  particularly  of  outpatient 
services. 

The  last  point  needs  further  discussion.  A  possibility  of  error  arises 
when  a  patient  seen  in  the  outpatient  department  or  emergency  room  is  admitted 
to  the  hospital  on  the  same  day,  and  the  hospital  is  permitted  (or  even 
required)  to  bill  on  separate  forms.  It  is  "jQry   possible  for  ancillary 
services,  such  as  x-rays,  lab- tests,  etc.,  to  be  billed  with  the  outpatient 
service,  and  then  rebilled  on  the  inpatient  claim,  hidden  away  in  the 
global  sum  for  ancillary  charges.  The  only  way  to  detect  this  is  by  a  care- 
ful examination  of  itemized  charges.  One  method  for  avoiding  this  problem 
is  to  require  that  outpatient  charges  are  billed  on  the  inpatient  bill  when 
the  patient  is  admitted  on  the  same  day. 
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5.14   Edit  Bypass  and  Override  Procedures 

Erroneous  payments  may  be  made  as  the  result  of  bypasses  or 
overrides  which  circumvent  normal  claims  processing  edits.  Problems  which 
have  been  observed  in  some  states  include: 

a)  A  state  may  bypass  edits  as  a  means  of  reducing  processing  back- 
logs. 

b)  Some  systems,  when  a  claim  is  suspended  for  manual  review, 

do  not  list  all  reasons  for  the  suspension.  As  a  result,  the 
claim  may  be  approved  with  a  force  code  entered  which  overrides 
edits  for  potential  errors  not  apparent  to  the  claim  reviewer. 
This  problem  is  diminished  if  all  exception  reasons  are  listed 
at  once  or  if  override  codes,  are  wery   specific  to  particular 
edits. 

c)  Some  systems,  when  performing  edits  related  to  recipient  history 
(e.g.,  duplicate  edits)  do  not  consider  suspended  claims  as 
part  of  history.  Consequently  when  a  suspended  claim  is 
approved,  it  will  not  have  been  exposed  to  all  claims  pro- 
cessed in  the  time  between  suspension  and  approval.  Conse- 
quently, if  a  force  code  is  used,  erroneous  payments,  e.g., 
duplicate  payments,  may  result.  This  problem  also  is  diminished 
if  override  codes  are  yery   specific  to  particular  edits. 

d)  In  some  states,  override  codes  are  used  at  the  same  time  that 
claim  data  is  corrected  by  claims  processing  personnel.  Thus, 
the  corrected  data  may  not  be  subjected  to  normal  editing  pro- 
cedures. 

In  light  of  these  possible  problems,  the  following  suggested  practices 
can  help  reduce  erroneous  payments: 
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1.  Whenever  edit  bypasses  are  used  (i.e.,  edit  turned  off  for  all 
claims),  control  procedures  should  be  instituted  to  insure 
that  bypasses  are  not  in  critical  control  areas  and  that  they 
are  not  implemented  by  unauthorized  personnel. 

2.  When  a  claim  is  corrected  after  failing  an  edit,  it  should 
then  be  subjected  again  to  all  other  edits.  If  the  failed  edit 

is  overridden,  the  override  code  should  preferably  be  very 
specific  to  the  particular  edit. 

3.  When  a  claim  fails  an  edit,  all  reasons  for  all  possible  errors 
should  be  printed  out.  Note,  in  systems  which  may  either  sus- 
pend or  deny  claims  in  error,  it  is  especially  im- 
portant that  the  reviewer  be  aware  of  any  "denial"  reason 

that  was  overridden  by  a  "suspend"  reason. 

4.  When  a  claim  is  suspended  for  manual  review  there  should  be 
a  computer  printout  of  the  claim  information.  In  this  way, 
the  reviewer  can  ascertain  that  the  original  invoice  infor- 
mation agrees  with  the  information  entered  and  stored  in  the 
computer.  Without  such  a  match  of  information,  the  reviewer 
could  unknowingly  approve  a  claim  entered  erroneously. 

5.  During  the  processing  of  history  edits,  a  claim  should  be 
edited  against  all  claims  preceding  it  in  processing,  including 
claims  not  yet  resolved  (i.e.,  not  yet  approved  or  denied) and 
hopefully  including  denied  claims.  It  is  important  to  edit 
against  claims  not  yet  resolved  so  that  when  the  latter  are 
approved  they  will  have  been  exposed  to  claims  processed  since 
their  time  of  suspension.  It  is  important  to  edit  against 
denied  claims  so  that  claims  which  were  difficult  to  resolve 
will  not  require  duplicate  effort  when  identical  claims  are 


74 


re-submitted.  Also,  such  editing  avoids  the  possibility  of 
overlooking  a  denial  reason  which  was  established  for  the 
original  claim. 
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5.15   Infornation  Feedback 

In  many  instances,  information  is  available  in  one  area 
of  Medicaid  operations  which  would  be  valuable  to  some  other  functional 
group,  but  no  established  lines  of  communication  for  that  information  exist. 
Listed  below  are  instances  where  such  feedback  is  desirable: 

1,  When  a  claim  indicates  that  a  patient  has  died  (e.g.,  through 
discharge  reason),  that  information  should  be  used  to  update 
the  eligibility  records  and  fonvarded  to  the  welfare  office. 

2.  When  an  attorney  requests  a  listing  of  Medicaid  expenses  for 
his  client  (either  from  a  provider  or  from  the  Medicaid  office), 
that  information  should  be  referred  to  the  third  party  liability 
recovery  unit. 

'3.    When  a  third  party  or  medical  insurance  recovery  is  made  on  one  claim, 
related  claims  should  -also  be  investigated,  as  a  routine  pro- 
cedure. 

4.  If  an  insurance  payment  appears  on  a  claim  or  a  refund  is 
received  from  a  provider  after  collection  from  other  insurance,  ■ 
and  if  other  insurance  is  not  indicated  on  the  eligibility 
file,  this  data  should  be  captured  and  flagged  for  further 
investigation. 

5.  When  it  is  observed  that  a  particular  provider  has  an  improper 
billing  practice  for  one  or  more  procedures,  that  provider  can 
be  placed  on  review  so  that  all  claims  with  those  procedures 
are  suspended.  Past  claims  of  the  provider  should  be  inves- 
tigated for  possible  additional  recovery. 
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6.  If  one  service  is  disallowed,  related  services  can  be  inves- 
tigated for  the  same  episode  of  care  by  the  same  or  different 
provider.  For  example,  if  a  hospital  stay  is  disallowed,  it 
may  be  desirable  to  disallow  related  hospital  visits  and  an- 
cillary charges. 

7.  If  Medicare  reduces,  disallows,  or  corrects  an  error  on  a 
previously  paid  claim,  this  information  is  of  use  for  consid- 
eration of  the  Medicaid  portion  of  the  same  claim. 

8.  If  a  claim  is  reduced  or  denied,  the  provider  should  be  made 
aware  of  the  reason,  either  via  the  remittance  document  or 
an  information  copy  of  the  adjusted  invoice.  Such  notifica- 
tion prevents  duplicate  billings  and  promotes  provider 
education. 
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POTENTIAL  ERRONEOUS  PAYMENT  SITUATIONS 
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A.l    INTRODUCTION 

This  appendix  provides  a  basic  list  of  potential  erroneous  payment 
situations  which  are  generally  applicable  to  all  states.  These  situations 
may  be  considered  as  a  "test  matrix"  which  can  be  used  to  determine  the 
adequacy  of  state  controls.  That  is,  if  the  state  had  a  facility  for 
testing  system  response  to  fictitious  claims,  the  list  of  claim  situations 
in  this  appendix  could  be  used  to  generate  a  comprehensive  set  of  test  claims 
which  are  known  to  be  erroneous  and  which  thus  provide  a  good  test  of  the 
state's  controls.  While  most  states  do  not  have  such  a  facility  for  test  claims, 
such  a  list  of  erroneous  situations  can  nevertheless  be  used  as  a  guide  to 
determine  the  presence  or  absence  of  controls  for  detecting  each  such  situation. 
That  is,  one  can  ask,  "what  would  occur  if  such  a  claim  were  submitted?" 
The  list  of  erroneous  claim  situations  has  been  developed  for  the  purpose  of 
such  an  approach. 

The  list  in  this  appendix  should  be  custom-tailored  to  the  specific 
policy  and  regulations  of  the  state.  In  some  cases,  the  list  indicates  that 
particular  erroneous  claim  situations  are  conditional  on  state  regulations, 
and  in  these  cases,  the  State  Plan  and  provider  instructions  must  be  examined 
to  determine  whether  the  claim  situation  must  be  changed  to  fit  the  particular 
state  situation.  Additionally,  the  State  Plan  and  provider  instructions  must 
be  examined  to  determine  whether  additional  claim  situations  should  be  added 
to  reflect  specific  state  policy  or  regulations.  For  example,  if  the 
provider  instructions  state  that  'chiropractic  visits  over  two  per  month  must 
be  prior  authorized",  then  an  appropriate  erroneous  claim  situation  is  "Claim 
for  third  or  greater  chiropractic  visit  in  a  month,  without  prior  authorization". 
The  state  must  determine,  for  each  claim  situation  specified  in  this 
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ix  and  for  any  additional  situations  identified  as  applicable  to 
state,  the  controls  utilized  in  the  state's  claims  processing  system 
prevent  an  erroneous  payment.  For  each  claim  situation  listed,  the  results 
jf  the  investigation  should  be  noted  on  the  worksheet  shown:  disposition  of 
claim  by  the  normal  operating  procedures  (e.g.  claim  denied,  returned  to 
provider,  payment  reduced,  etc.),  method  of  detection  of  the  situation 
(e.g.  manual  vs.  computer  identification),  potential  and  actual  use  of  edit 

overrides  (e.g.,  is  this  edit  active  at  all  times,  for  all  providers,  etc.), 
and  any  other  comments  which  are  applicable.  The  information. summarized  on 
these  worksheets  will  provide  the  basis  for  a  qualitative  evaluation  of  the 
edits  and  audits  employed  by  the  claims  processing  operation. 

It  must  be  remembered  that  it  may  not  be  cost  effective  to  fully  con- 
trol all  of  those  situations  where  control  gaps  are  noted.  What  is  most 
important  is  that  a  formal  decision  be  made  by  the  state  on  the  cost-effectiveness 
of  controlling  each  situation.  (See  Section  4  for  more  discussion  of  this  point.) 
Nevertheless,  at  this  stage,,  the  analyst  using  this  list  should  not  attempt  to 
make  a  judgment  on  cost-effectiveness  but  rather  should  indicate  on  the  work- 
sheet only  the  presence  or  absence  of  controls. 

Note  that  for  many  erroneous  claim  situations  in  this  appendix,  annota- 
tions are  given  in  the  right-hand  margin.  These  annotations  are  designed  to 
aid  the  analyst  in  understanding  the  claim  situation  and  in  ascertaining 
the  appropriate  answers. 

Information  on  the  capabilities  of  normal  edits  and  audits  to  detect 
the  various  erroneous  claim  situations  should  be  obtained  from  persons  familiar 
with  the  operating  system  and  on  reviews  of  the  system  documentation.  The 
analyst  should  become  sufficiently  familiar  with  the  system  to  answer  specifically 
how  each  situation  is  controlled.  For  each  erroneous  payment  category,  types  of 
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erroneous  claims  which  could  possibly  be  paid  without  detection  should  be  noted. 
Note,  the  analyst  must  understand  that  the  questions  are  aimed  not  at  determining 
what  policies  the  state  has  adopted,  but  rather  what  controls  are  actually  in 
operation  to  enforce  those  policies.  For  example,  a  state  may  have  a  policy  to 
disallow  certain  types  of  claims  but  no  control  which  serves  to  detect  those 
claims. 
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A. 2 

■  POTENTIAL  ERRONEOUS  PAYMENT  SITUATIONS 

Potential  Erroneous  Payment  Situation 

Explanatory  Notes 

A. 2.1 

Ineligible  Recipient 

(1) 

recipient  not  on  eligibility  file 

(2) 

recipient  not  on  file  on  service  date, 
active  eligibility  covers  service  date 

retro- 

Claim  should  be  paid. 

(3) 

recipient  on  file,  not  eligible  at  any 
during  service  period 

time 

(5) 


service  period 


recipient  on  file,  date  of  service  is  after 
previously  received  claim  reported  death 


(6) 


recipient  ID  number  is  valid,  but  name  on  claim 
does  not  correspond  to  name  on  file 


(7) 


recipient  has  valid  card,  but  eligibility  has 
been  cancelled 


A. 2. 2  Ineligible  Provider 
(1)    provider  not  on  file 


(2)    provider  on  file,  not  enrolled  during  any  of 
service  period 


(3)    provider  on  file,  enrolled  for  only  part 
of  service  period 


Is  information  on  recip- 
ient death  used  to  update 
eligibility  file?  Is  it 
forwarded  to  welfare 
office? 


Are  there  edits  to  check 
recipient  number  against 
first  and  last  name? 
Important  for  verifying 
eligibility  as  well  as 
performing  history 
edits  such  as  for  duplicates 


Only  of  concern  if  state 
issues  cards  less  fre- 
quently than  once  a  month. 
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(4)    provider  on  file,  but  not  certified  for  type  of 
service  billed 


(5)    provider  number  on  file,  but  name  does  not 
correspond 


A. 2. 3  Duplicate  Payment 

A. 2. 3.1  ixact_Duglicate_Clai(Tis 


(1)    same  date,  provider,  recipient,  service  type, 

charge,  procedure  and/or  diagnosis  (for  dental-- 
same  tooth)  as  previously  paid  claim 

(a)  2nd  claim  received  in  a  different  edit 
processing  or  check-writing  cycle 

(b)  2nd  claim  received  in  same  edit  processing 
or  check-writing  cycle 

(c)  2nd  claim  received  on  same  invoice 


(2)    same  as  (1),  previous  claim  suspended 


(3)    same  as  (1),  previous  claim  denied 


A. 2. 3. 2  Near_Dug2l9ate_Cl_aims 

The  following  situations  are  intended  to  refer  specifi- 
cally to  cases  where  an  actual  duplicate  billing  has 
occured.  However,  these  situations  overlap  considerably 
with  situations  that  are  not  actual  duplicates,  but  may 
be. some,  other  type  of  erroneous  payment  situation.  For 
example,  7(b)  could  be  a  real  duplicate  bill  for  the 
same  service  billed  under  an  individual  number,  or  it 
could  be  a  case  of  concurrent  care  by  two  physicians. 


Are  there  edits,  to  check 
provider  number  against 
provider  name?  If  not, 
are  pre-printed  claim 
forms  distributed  to  pro- 
viders containing  name  and 
identification  number? 


The  significance  of  this 
situation  depends  on  the 
types  of  override  codes 
used  to  force  through  a 
pended  claim. 


Of  particular  concern  when 
previous  claim  went  through 
a  considerable  review  prior 
to  denial , 


A-6 


In  essence,  these  situations  are  detected  by  a  "combina- 
tion edit",  in  which  certain  combinations  of  procedures, 
provider,  service  dates,  etc.  are  considered  suspect. 
Refer  particularly  to  Section  A.2.7.\  later. 

(1)    same  as  exact  duplicate  except  a  different  but 
comparable  procedure  is  listed  (e.g.,  different 
types  of  office  visits,  different  variations 
of  the  same  surgical  procedure,  or  misinterpreta- 
tion of  a  description  in  a  procedure  code  manual 
resulting  in  a  billing  for  both  a  basic  proce- 
dure and  a  listed  variation) 


(2)    same  as  exact  duplicate  except  dates  of  service 
are  overlapping  or  different  but  in  close  proxi- 
mi  ty 


(3)    same  as  exact  duplicate  except  different  provider 


(4)    same  as  exact  duplicate  except  different  charge 


(5)    same  as  exact  duplicate  except  different  provider 
service  type,  e.g. , 

(a)  claim  for  services  by  salaried  staff  of 
provider  (for  example,  physician  on  salary 
included  in  inpatient  hospital  costs, 
bills  separately  under  his  own  provider 
number) 

(b)  physician  bills  for  services  administered 
in  clinic,  group  practice,  or  outpatient 
facility  when  latter  also  bills 

(c)  pharmacy  charges  separate  from  inpatient, 
SNF,  or  outpatient  facility 

(d)  physician  bills  for  analyzing  lab  (or 
x-ray)  results  which  are  included  in 
laboratory  (radiology)  charges 


(6)    same  as  exact  duplicate  except  different 
recipient  number 


Dates  in  close  proximity  woulc 
be  of  interest,  for  example, 
for  expensive  surgical 
procedures. 


Are  there  controls  to  insure 
that  there  are  no  duplicate 
eligibility  records  for  the 
same  date,  e.g.,  due  to  change 
in  county  or  aid  category? 
Are  there  controls  to  insure 
that  claims  are  paid  under  the 
correct  eligibility  number  so 
that  duplicates  will  be  de- 
tected? Problems  can  occur 
when  eligibility  overrides  are 
used. 
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(7)    various  combinations  of  the  above,  e.g., 

(a)  two  practitioner  claims  for  a  similar 
major  surgical  procedure  within  a  short 
period  of  time  (possibly  from  different 
providers) 

(b)  two  practitioner  claims  for  visits  (poss- 
bly  different  types)  on  the  same  day 
(possibly  from  different  providers) 

(c)  two  claims  with  different  charges  for  over 
lapping  dates  of  service 


(8)    a  fee-for-service  claim  for  a  recipient  enrolled 
in  a  pre-paid  health  plan  which  provides  the 
given  type  of  service 


A. 2. 4  Above  Allowed  Reasonable  Charges 

(1)    claim  amount  exceeds  maximum  limits  on  fee  file 


(2)    amount  claimed  does  not  exceed  limits  on  file  but 
these  limits  are  higher  than  in  source  documents 
or  by  intended  method  of  calculation 


(3)    claim  amount  exceeds  Medicare  payment  for  the 
same  service  by  the  same  provider 


(4)    Title  XVIII  claim  for  deductible  and  co-insurance 
where  original  amount  billed  under  Medicare  ex- 
ceeds allowable  Medicare  amount 


[S)        claim  amount  is  less  than  fee  amount  allowed  by 
schedule 


(6)    adjustment  (supplemental  payment)  to  original 

claim  results  in  combined  charge  exceeding  limits 
on  fee  file 


Applicable  only  if  the  state 
contracts  with  PHP's. 


Medicaid  should  not  pay  more 
than  maximum  limit.  Are 
there  any  claim  types  for 
which  there  are  no  fee  files? 


What  procedures  are  there 
to  insure  accurate  data 
on  fee  file?  Is  the  file 
sampled  for  accuracy? 


Federal  regulations  prohibit 
paying  more  than  Medicare 
limit. 


Medicaid  should  pay  Medicare 
allowed  amount  less  Medicare 
payment,  NOT  billed  amount 
less  Medicare  payment. 


In  this  case  Medicaid 
should  pay  claimed  amount, 


Adjustments  are  often  handled 
di^^ferently  from  original 
claims,  and  may  not  be 
subjected  to  all  of  the 
usual  edits. 
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(7) 


claim  for  procedure  after  a  rate  change 


(9) 


(10) 


■n 


(12) 


(13) 


duplicate  claim  which  shows  lower  amount  billed 
than  original  claim  paid 


claim  amount  exceeds  limit  on  fee  file  and  there 
is  a  partial  or  total  payment  by  recipient  or 
other  insurance 


amount  approved  on  prior  authorization  exceeds 
amount  in  fee  schedule 


pharmacy  claimed  wholesale  cost  exceeds  actual 
cost 


pharmacy  claim  exceeds  price  paid  by  public  for 
same  item 


incorrect  room  rate  for  institutional  claims 


A . 2 . 5  Other  Sources  of  Payment  Available 

Federal  regulations  require  that  all  other  sources  of 
funds  be  exhausted  before  Medicaid  benefits  may  be 
applied.  There  should  therefore  be  some  method  or 
methods  of  detecting  the  possibility  of  other  sources, 
such  as  other  medical  insurance,  accident  liability, 
etc.,  as  well  as  methods  for  following  up  on  these  pos- 
sibilities or  ensuring  that  the  provider  has  done  so. 

A. 2. 5.1  Accident_Liabi2it^ 

(1)  an  accident  related  procedure  or  diagnosis  is 
listed  but  no  third  party  liability  information 
is  received 

(2)  provider  indicates  accident  on  claim  form  but 
there  is  no  payment  by  third  party  or  payment  by 
third  party  is  incorrect  amount 

(3)  Service  resulted  from  an  accident  but  there  is 
no  indication  on  the  claim 


Claim  for  service  rendered 
prior  to  new  rate  should 
receive  old  rate.  Does 
fee  file  have  provision 
for  different  rates  on 
different  service  dates? 


Medicaid  should  pay  lower 
amount,  request  refund  of 
original . 


Other  payment  should  be 
deducted  from  reasonable 
charge,  not  billed  amount, 


Are  payment  amounts  authorized? 
If  so,  are  they  edited 
against  the  fee  file? 


Is  there  a  fee  schedule  for 
drugs?  If  not,  are  there 
spot  audits  of  pharmacies? 


Can  arise  where  "mark-up"  is 
less  than  dispensing  fee. 
Are  there  spot  audits  of 
pharmacies? 

Is  there  a  file  of  accomodation 
rates  which  is  checked  during 
processing? 


Is  claim  referred  for  follow- 
up? 


Are  accident  cases  referred 
for  follow-up? 

Does  the  claim  form  specifi- 
cally ask  if  care  is  related 
to  an  accident? 
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A. 2. 5. 2  Otiier^Insuraince 

(1)         no  indication  of  other  insurance  on  claim;   eli' 
gibility  file  shows  other  medical   resources 


(2) 


(3) 


(4) 


(5) 


(6) 


other  insurance  pays  incorrect  amount  or  incor- 
rectly states  there  is  no  coverage  or  provider 
states  there  is  no  coverage 


some  indication  of  other  insurance  on  invoice 
(box  checked  or  credit  taken)  and  eligibility 
file  shows  no  insurance 


claim  were  eligibility  file  or  claim  indicates 
other  insurance  and  the  amount  paid  by  the 
insurance  company  is  unreasonably  small 


other  insurance  billed  but  not  yet  paid,  claim 
paid  by  Medicaid;  no  insurance  payment  received 
after  significant  time  has  elapsed 


other  insurance  billed  not  but  yet  paid;  provider 
has  not  allowed  sufficient  time  to  pass  before 
billing  Medicaid 


Is  insurance  data  maintained 
on  the  recipient  file? 
specific  is  information 
other  insurance?  Is 


How 
on 

this  in- 
e  re- 
card? 
types  of 


utncr      iiiiuianuc;        is     \-m  i 

formation  printed  on  the 
cipient's  identification 
Can  edits  distinguish  types  o 
care  where  there  is  no  cover- 
age? Are  claims  referred  for 
follow-up  if  recipient  has 
coverage? 


Is  detailed  policy  coverage 
data  maintained  for  most 
common  policies?  Does  state 
require  copy  of  insurance 
correspondence  or  remittance? 
Does  state  periodically  audit 
insurance  payments?  Note, 
provider  might  incorrectly 
state  there  is  no  coverage 
because  the  recipient  must 
satisfy  a  deductible.  In  this 
case,  it  is  important  that 
Medicaid  payments  be  credited 
towards  the  deductible. 


Is  there  a  clear  yes/no 
question  on  the  claim  form 
relating  to  other  fnsurance? 
Is  the  data  used  to  update 
the  eligibility  file?  Are 
other  similar  claims  audited 
for  possible  application  of 
this  insurance? 


Is  there  a  reasonableness 
edit?  Is  detailed  policy 
data  maintained? 


Does  state  follow-up  to 
conclude  that  other  insurance 
should  not  pay,  or  if  it 
should,  to  make  collection? 


For  states  which  permit 
providers  to  bill  Medicaid 
when  payment  has  not  been 
received  from  other  insurance 
within  a  specified  time- 
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A. 2.5. 3  Medi_care 

(1)    recipient  eligible  for  Medicare  (A  and/or  B) 
and  Medicare  has  not  been  billed 


(2)    claim  for  recipient  over  65,  no  indication  of 
Medicare  coverage 


(3)  Medicare  co-insurance/deductible  for  payments  not 
ordinarily  allowed  by  Medicaid  (e.g.,  for  reasons 
of  coverage  or  service  limitation) 


The  following  three  situations  usually  apply  only  when 
provider  submits  bill,  rather  than  having  it  directly 
transmitted  from  Medicare  carrier. 


(4.)    Medicaid's  portion  of  Medicare  co-insurance/ de- 
ductible incorrectly  listed 


(5)    cumulative  Medicare  deductible  for  Part  B 
services  exceed  $60.00 


(6)    Medicare  co-insurance/deductible  for  service 
disallowed  by  Medicare  (e.g.,  for  overutiliza- 
tion) 


A. 2. 5.4  Pati_ent_Liabil_it}^ 

(1)    claim  amount  includes  the  last  portion  of 
patient's  spenddown  requirements 


(2)    date  of -service  is  prior  to  date  on  which  spend- 
down  requirement  was  met 

(a)  claim  was  used  as  part  of  spenddown 
requirement 

(b)  claim  was  NOT  used  as  part  of  spenddown 
requirement 


Is  Medicare  coverage  indicate-. 
on  recipient  file? 


If  no  claim  edit,  is  there 
a  frequent,  i.e.,  monthly, 
processing  of  eligibility 
files  to  extract  such 
individuals? 


Will  Medicaid  pay  co-insuranc: 
and  deductible? 


Is  there  sufficient  Informa- 
tion on  claim  to  check 
correctness  of  amount?  is 
Medicare  EOMB  required? 


Not  really  a  problem  of  other 
insurance,  but  included  here 
for  discussion  convenience. 


Is  claim  prorated?  If  so, 
how? 


Claim  should  not  be  paid. 


What  procedures  are  used  to 
handle  these  claims  which  ARE 
payable? 


(3) 


incorrect  patient  contribution  (including  social 
security)  is  deducted  on  a  SNF  or  ICF  claim  for 
a  full  time  resident 


(4) 


claim  for  services  provided  prior  to  death  of  a 
medically  needy  recipient  when  recipient  leaves 
an  estate  capable  of  payment 


A. 2. 5. 5  Co^Pa^ent 

(1)    provider  increases  fee  to  compensate  for  co- 
payment 


(2)    provider  fails  to  deduct  co-payment 

A. 2. 6  Incorrect  and/or  Incomplete  Claims 

(1)    incomplete  claims,  including  invalid  (not  com- 
puter-acceptable) codes  submitted  or  keyed,  e.g., 

(a)  ID  number  missing 

(b)  charge  not  given 

(c)  initials  or  signatures  of  preparer  missing 

(d)  invalid,  missing,  or  out  of  range  data 


(e)*   additional  information  or  documentation 
needed 


(2)    unreasonable  entries  submitted  or  keyed,  e.g., 

(a)    unreasonable  charges,  such  as 

(i)    charge  differs  from  fee  ^^ile  by 
significant  amount 

(ii)    no  fee  on  file,  but  ciiarges  seem 
ridiculous  (e.g.,  ancillary 
charges) 

(iii)    implied  late  discharge  fee  is 
unreasonable 


fl-n 

Incorrect  deduction  includes 
the  case  where  deduction  is 
taken  when  it  shouldn't  be. 
Are  claims  edited  against 
a  ^'ile  containing  data  on 
required  patient  contribution' 


Only  applies  in  a  state  that 
requires  a  co-payment  from 
a  recipient. 


Does  system  deduct  co-payment 
automatically? 


Are  there  "variance"  edits 
to  detect  such  situations? 

Are  there  reasonableness 
limits  for  such  charges? 


Can  a  hospital  bill  a  late 
discharge  fee  by  submitting 
charges  greater  than  days  x 
per  diem? 
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(b)  unreasonable  time  sequence,  such  as 

(i)    end  service  date  not  sequential  to 
start 

(ii)    date  of  discharge  not  sequential  to 
date  of  admission 

(iii)    claim  process  date  not  sequential 
to  end  service  date 

(iv)    date  of  discharge  not  within 
service  period 

(c)  unreasonable  quantities,  such  as 

(i)   ridiculous  number  of  services,  days 
or  visits 

(ii)    service  period  less  than  number  of 
visits/accomodation  days 

(iii)    incorrect  dispensing  unit  of  mea- 
sure on  pharmacy  claim  (e.g., 
ounces  rather  than  tablets) 


(iv)    subtotals  don't  balance  as  sub- 
mitted or  keyed 

(v)    charge  per  service  or  day  multi- 
plied by  number  of  services  or  days 
does  not  equal  total  charges 


(3)  incorrect  procedure  submitted  or  keyed  and  pro- 
cedure code  not  on  file 

(4)  incorrect  drug  code  which  is  (by  chance)  a  valid 
drug  code  on  file 


(5)    incorrect  ID  number  of  provider  or  recipient 

submitted  or  keyed  and  ID  number  is  (by  chance] 
valid 


(6)    procedure  incompatible  with: 

(a)  diagnosis  (e.g.,  appendectomy  for 
tonsillitis) 

(b)  age  (e.g.,  obstetrical  delivery  for  5- 
year-old) 


Are  there  reasonableness 
limits? 


Are  there  variance  edits  on 
amount  charged  versus  amount 
allowed  for  the  specified 
number  of  units? 


Can  be  controlled  through 
use  of  a  check  digit. 


In  this  case  ID  number  would 
not  correspond  to  name. 
See  under  eligibility  in 
Section  A. 2.1  (6)  and  A. 2. 2 
(5). 
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(7: 


(c)  sex  (e.g.,  obstetrical  delivery  for  a 
male) 

(d)  specialty  (e.g.,  open  heart  surgery  by 
a  gynecologist) 

(e)  provider  type  (e.g.,  heart  surgery  by  a 
dentist) 


(f)  past  procedure  (e.g.,  maternity  care  after 
hysterectomy,  extraction  of  same  tooth  as 
previously,  etc.) 

(g)  written  procedure  description 


(h)    place  of  service  (e.g.,  heart  surgery  in 
the  office) 


miscellaneous  key  entry  errors 


(8) 


claim  inconsistent  with  supporting  documentation 
(e.g.,  inconsistent  with  Medicare  EOMB,  or  pro- 
cedure inconsistent  with  operative  report,  or 
ancillary  charges  inconsistent  with  itemized 
billing) 


A. 2. 7  Other  Payments  Not  Allowed  by  Regulation  or 
Policy 

A. 2. 7.1  General 

(1)    non-covered  service  which  has  a  prior  authoriza- 
tion 


(2)    disagreement  between  claim  and  prior  authoriza- 
tion 

(a)  recipient  ID  does  not  match 

(b)  provider  ID  does  not  match 

(c)  procedure  code  does  not  match 

(d)  diagnosis  code  does  not  match 


Can  the  system  detect 
if  a  dentist  bills  on  a 
physician  form? 


Do  qualified  personnel 
check  procedure  code 
against  the  description? 


Is  there  verification? 
Check  digits?  Quality 
assurance?  Or  are  there 
sufficient  cross  checks 
and  logical  checks  as  above? 


Will  edits  for  non-covered 
services  be  overriden? 
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(e)  dates  of  service  do  not  match  authoriza- 
tion dates  or  authorization  has  expired 

(f)  claim  amount  exceeds  authorized  amount 

(g)  •  no  prior  authorization  obtained  for 

service  requiring  such 


(3)    service  not  billed  within  billing  time  limita- 
tion 


(4)    claim  for  service  which  is  rendered  free  to 
general  public  (e.g.,  testing  for  venereal 
disease) 


(5)    claim  for  broken  appointments 


(6)  claim  for  services  which  are  allowed  for  one  but  . 
not  both  of  the  medically  needy  and  categorical- 
ly needy  groups 


(7)  claim  for  sterilization  of  recipient 

(a)  under  21  years  of  age 

(b)  legally  incapable  of  consent 

(c)  without  written  consent 

(d)  performed  within  72  hours  following- 
consent 

(8)  miscellaneous  non-covered  services 


(Note:  limitation  cannot 
exceed  Federal  limit  of 
24  months) 


If  these  procedures  are  not 
allowed,  can  they  be  distin- 
guished (e.g.,  through  sepa- 
rate codes)  from  allowed 
procedures  such  as  office 
visits? 


Prohibited  by  Federal  regu- 
lations. If  billed,  can 
these  be  distinguished 
from  allowed  procedures? 
Is  there  a  separate  code 
for  broken  appointments? 


Depends  on  policy  in  State 
under  review. 


Prohibited  by  Federal  regula- 
tions. 


If  billed,  can  these  services 
be  distinguished  from 
allowed  services  which  may 
be  related?  One  method  is  to 
establish  separate  procedure 
codes  for  non-covered  services 
and  to  deny  claims  with  these 
codes.  Such  codes  eliminate 
ambiguity. 


A. 2. 7. 2  Physician 


(1) 


(2) 


(3) 


(4) 


(5) 


(6) 


(7) 


procedure  claimed  is  inappropriate  (e.g.,,  a  T.ore 
expensive  procedure  or  more  extensive  visit  than 
appropriate) 


claim  for  an  item  not  listed  in  fee  schedule 


procedure  code  requires  report  and  one  is  not 
submitted 


physician  claims  for  hospital  visit  during 
portion  of  a  hospital  stay  which  was  previously 
disallowed  or  reduced  (e.g.,  for  exceeding  length- 
of-stay  restrictions) 


assistant  or  co-surgeon  bills  for  a  surgical 
procedure  which  does  not  warrant  more  than  one 
surgeon 


assistant  surgeon  bills  without  indicating 
assistant  status  (e.g.,  through  use  of  procedure 
modifier  code  or  type  of  service  code) 


assistant  surgeon  bills  correct  percentage  of  his 
customary  full  surgical  fee,  does  not  indicate 
assistant  status,  and  his  full  fee  is  higher  than 
full  maximum  allowable 
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Can  certain  procedures  be 
made  to  suspend  automatically? 
Are  there  post-payment  edits 
on  certain  potentially- 
abused  procedures?  Is  proce- 
dure code  matched  with 
description?  Are  there 
limitation  edits  which  detect 
initial  office  visits?  Are 
there  requirements  for 
supporting  documentation  when 
extensive  procedures  are 
billed? 


Some  states  may  allow  payment 
upon  suitable  justification 
such  as  a  report. 


Items  (8)  through  (15)  are  all  of  the  general  type  in 
which  more  than  one  service  is  involved  in  a  combination 
that  could  imply  an  erroneous  payment. 

(8)    procedures  incidental  to  major  surgery  (e.g., 

biopsy,  endoscopy,  more  than  one  procedure  in  an 
incision)  performed  by 

(a)   same  physician 


Are  hospital  visits  also 
disallowed? 


Does  procedure  code  file 
indicate  if  more  t^van  one 
surgeon  allowed? 


Is  claim  detected  as  a  near 
duplicate  of  primary  surgeon's 
claim? 


Is  claim  detected  as  a  near 
duplicate  of  primary  surgeon's 
claim? 
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:9) 


(10) 


(n) 


(b) 


other  physician 


one  procedure  incidental  to  and  included  in 
another  (e.g.,  insertion  of  lUD  in  conjunction 
with  abortion;  blood  pressure  reading  in  con- 
junction with  an  office  visit;  pelvic  examination 
in  conjunction  with  an  office  visit) 


multiple  surgery  (secondary  surgery  should  be 
paid  at  lesser  amount) 


pre  or  post-operative  care  associated  with  major 
surgery  or  maternity  performed  by 


(a: 


same  physician 


(b)    other  physician 


(c)    other  provider  type  (e.g.,  hospital 
outpatient  department) 


(12)  several  single  procedures  which  should  be  paid  at 
rate  of  one  inclusive  procedure  (e.g.,  laboratory 
panels) 


(13)    consultation  after  physician  has  "assumed  care' 


(14)  second  consultation  within  specified  time  period 

(15)  second  initial  office  visit  within  specified 
time  period 


Some  or  all  of  the  following  situations  may  be  rele- 
vant to  an  individual  state,  depending  on  the  regula- 
tions or  policy  of  that  state. 


Pre  and  post-care  is  defined 

specifically  by  state  policy. 

Is  there  a  distinction  between 

pre  and  post-care  in  the  hos- 
pital and  pre  and  post-care 

in  the  office? 


Sum  of  parts  would  be  more 
expensive  than  the  single 
inclusive  procedure. 


Are  excessive  consultations 
within  private  clinic  or 
group  practice  also  con- 
trolled? 
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(15) 


(17) 
(18) 

(19) 
(20) 
(21) 

(22) 


(23) 

(24) 
(25) 


follow-up  hospital  visit  billed  on  same  day  as 
minor  surgery  by 

(a)    same  physician 


(b)    other  physician 


(c)    other  provider  type 


more  than  one  physician  billing  for  regular  and 
continuing  patient  care 


medical  procedures  including  surgery  considered 
experimental  or  not  generally  employed  by  medical 
profession 


cosmetic  surgery 


elective  surgery 


claim  violating  frequency  limitations  on  visits 
or  other  services 


claim  received  where  provider  fails  to  use  pro- 
cedure modifier  code  or  type  of  service  code 
to  indicate  special  billing  situation  (e.g., 
multiple  surgery,  co-surgeon,  surgery  i^ol low- 
up  care  only,  "professional  component"  only,  etc.) 


claim  received  where  provider  has  made  improper 
use  of  a  procedure  modifier  code  or  type  of  ser- 
vice code  which  could  result  in  overpayment 


house  calls 


routine  physical  or  immunization 


(26)    claim  where  anesthesiologist  includes  base  units 


For  example,  what  procedures 
are  there  to  detect  a  co- 
surgeon  who  fails  to  indi- 
cate his  co-surgeon  status 
through  use  of  a  modifier 
code? 

Are  claims  with  modifiers 
which  result  in  extra  pay- 
ment suspended  for  review? 


If  these  procedures  are  not 
allowed,  can  they  be  distin- 
guished (e.g.,  through 
separate  codes)  from  allowed 
procedures  such  as  office 
visits? 

Only  applies  in  states  in 
which  time  units  are  billed 
and  system  automatically 
adds  base  units. 


(27)    referring  physician  not  indicated 


(28)  claim  for  services  provided  as  anesthesiologist 
without  name  and  license  of  primary  operating 
physician 

(29)  assistant  surgeon  bills  without  naming  primary 
surgeon 


A. 2. 7. 3  Ingatient 

(1)  private  room  without  certification 

(2)  whole  blood  when 

(a)  other  sources  available,  or 

(b)  replaced 


(3)    inpatient  charge  where  admission  not  certified 
by  physician  as  medically  necessary 


(4)    luxury  items  or  other  non-covered  charges 
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Only  applies  when  required 
by  state  regulations. 


Only  applies  when  required 
by  state  regulations. 


Only  applies  when  required 
by  state  regulations. 


Either  on  claim  or  in  hospital 
records.  If  the  latter,  does 
an  audit  confirm? 


(5)    personal  care 


(6)    inpatient  stay  exceeds  length-of-stay  guidelines 


(7)    significant  inpatient  stay  for  minor  illness 


(8)    hospital  admission  for  diagnostic  purposes  which 
could  be  carried  out  in  a  doctor's  office  or  on 
an  outpatient  basis 


Does  a  field  audit  confirm 
certification  of  admission? 


Are  such  items  detected  if 
included  in  a  "catch-all" 
ancillary  category  (e.g., 
"other")? 


Depends  on  specific  state 
policy.  If  a  stay  is  re- 
duced, are  ancillary  charges 
also  reduced? 


Most  applicable  for  states 
which  have  uniform  or  no 
length-of-stay  requirement. 


For  example,  as  indicated  by 
little  or  no  drug  charges. 
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(9)    readmission  (any  hospital)  within  specified  ti-me 
aftei;  discharge,  to  circumvent  length  of  stay 
guidelines 

(a)    same  or  similar  diagnosis 


(b)    different  diagnosis 


(10)    split  billing  of  hospital  stay  (stay  is  divided 

into  two  or  more  parts  for  billing  purposes) 

where  total  stay  exceeds  length  of  stay  guide- 
1  i  nes 

(a)    admission  date  correctly  given  on  each 
split  claim 


(b)    admission  date  on  second  claim  is  incor- 
rectly given  as  "from"  date  of  service 


(11)    claim  for  institutionalized  patient  on  day  of 
admission  as  well  as  day  of  discharge 


(12)    excess  time  between  date  of  surgery  and  hospital 
admission  date 


(13)    surgery  set-up  charges  on  inpatient  claim  when 
surgery  cancelled  (e.g.,  billed  under  operating 
room  ancillary  charges) 


(14)    specific  diagnoses  for  which  hospital  stay  not 
justified 


(15)    short-term  psychiatric  or  TB  services 


A. 2. 7. 4  L:Ong_Term_Care 

(1)    claim  for  SNF  or  ICF  where  patient  admission  not 
certified 


Does  length-of-stay  .edit 
compute  number  of  days 
based  on  admission  date? 


Is  there  a  history  edit  to 
detect  an  earlier  date? 


Are  number  of  days  checked 
against  admission  and  dis- 
charge date? 


How  is  payment  information 
reconciled  with  field  reviews? 
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(2) 


(3) 
(4) 

(5) 
(6) 


SNF  or  ICF  charge  after  patient  certification 
discontinued 

(a)    end  of  certification  by  ncnrracertifica- 
tion 


(b)    end  of  certification  or  change  in  level  of 
care  determined  by  state  medical  or 
professional  review 


private  room  without  certification 


level  of  care  billed  for  a  particular  patient 
does  not  agree  with  level  of  care  currently 
authorized 


claim  for  luxury  items  (radio,  T.V.,  elaborate 
personal  care) 


a  claim  for  a  recipient  who  is  out  of  the 
nursing  home  for: 

(a)    therapeutic  home  visit 


(b)  transfer  to  another  home 

(c)  acute  hospitalization 


Are  there  procedures  for  pro- 
viding the  claims  processing 
system  with  information  on 
which  patients  have  been 
recertified  and  for  what  level 
of  care?  Are  there  audits 
to  check  for  such  recertifi- 
cations?  Are  there  procedures 
to  ensure  that  the  results 
of  medical  and  professional 
review  are  implemented  (retro- 
actively if  appropriate) 
in  the  claims  payment  system? 


Federal  regulations  allow  18 
home  visit  days  in  a  12  month 
period.  Are  there  controls 
to  determine  if  these  days 
are  exceeded?  If  no  claims 
processing  controls,  are 
there  on-site  audits  for 
patient  absences? 


Federal  regulations  allow  15 
"bed-hold"  days  for  a  single 
hospital  stay. 


(7) 


(d)   discharged  or  deceased 


claim  for  recipient  not  receiving  an  in-facility 
review 


(8)    drug  charges  in  SNF  or  ICF 


(9)  ■  SNF  or  ICF  services  not  customarily  provided  for 
in  these  facilities 


(10)    a  claim  for  a  long-term  care  recipient  who  re- 
ceives an  inordinate  amount  of  ancillary  services 
or  services  not  consistent  with  diagnosis 


A. 2. 7. 5  Pharmacy 

Some  or  all  of  the  following  situations  may  be  relevant 
to  an  individual  state,  depending  on  the  regulations 
or  policy  of  that  state. 


(1)   specifically  non-covered  legend  drugs 


(2)    charge  for  maintenance  drugs  in  less  than  minimum 
quantity 


(3)    repeat  prescription  or  refill  where  original  was 
for  a  quantity  less  than  a  minimum  supply 


(4),   over-the-counter  (OTC)  drugs 


(5)    drug  refill  too  early  for  previous  quantity  to  be 
consumed 
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Are  patient  records  recon- 
ciled with  claims  payments? 


Are  there  procedures  (e.g., 
through  a  turnaround  document) 
for  providing  the  claims 
processing  system  with  infor- 
mation on  which  recipients 
have  been  reviewed?  Alterna- 
tively, do  the  review  teams 
have  access  to  payment  records 
indicating  for  which  patients 
there  have  been  claims  sub- 
mitted. 

Depends  on  state  regulations. 
If  such  facilities  can  bill 
drug  charges,  the  same  controls 
as  for  pharmacy  claims  should 
apply.  See  CFR  250.30  (b)(2) 
(iv). 
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A. 2. 7. 6  Dental 

Some  or  all  of  the  following  situations  may  be  relevant 
to  an  individual   state,  depending  on  the  regulations 
Or  policy  of  that  state. 

(1)         any  of  the  following  services  more  -than  once    ,. 
within  a  specified  time  period: 


(a)        initial  exam 


(b)        periodic  oral  exam 


(c)         prophylaxis 


(d)        topical  fluoride  application 


(e)        diagnostic  x-rays 


(f)        full  series  x-rays 


(g)    restorative  work  o^  same  tooth  surface 


(h)    patient  education 


(i)    other  services  with  limitations  over  time 


(2)    dental  laboratory  services  (dentist  pays) 


(3)    administration  of  analgesia,  local  anesthesia, 
or  regional  block  anesthesia  in  conjunction  with 
operative  or  surgical  procedures 


(4)    hospitalization  for  dental  work 


A. 2. 7. 7  EPSDT 


(1)    screening  services  for  recipient  over  21 


(2)    screening  service  by   a  provider  not  certified 
specifically  for  screening 


Limi'tations  specified  by 
individual  state  regulations. 


When  surgical  fee  is  intended 
to  include  anesthesia. 
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(3)    screening  service  without  referral  made  for 
abnormality  found 


C4)    screening  service  with  fewer  than  the  required 
number  of  examinations 

Some  or  all  of  the  following  situations  may  be  relevant 
to  an  individual  state,  depending  on  the  regulations 
or  policy  of  that  state. 


(5)    second  screening  service  claim  within  specified 
time 


(5)    screening  services  not  requested  by  local  health 
office 


A. 2. 7. 8  Ogtical^ 


Some  or  all  of  the  following  situations  may  be  relevant 
to  an  individual  state,  depending  on  the  regulations 
or  policy  of  that  state. 


(1)    more  than  one  routine  eye  examination  and/or 
change  of  glasses  in  a  specified  time  period 


(2)    eye  exercises  (orthoptics) 


(3)    charge  for  lens  greater  than  lab  cost  to  provider 


(4)    multiple  pairs  of  glasses  for  the  same  individual 


(5)    lens  replacement  filled  when  refraction  correc- 
tion is  less  than  some  specified  amount 


(6)    purchase  or  repair  of  wire  frames 


(7)    contact  lenses 


(8)    tinted  lenses 


(9)    sunglasses 


Is  copy  of  invoice  required 
for  verification? 


Actual  change  in  correction 
must  be  determined  from 
state  regulations. 


A. 2. 7. 9  Other  Services 


(1)         tuberculosis  facility  for  recipient  less  than  65 


(2)        mental   facility  for  recipient  less  than  65 


(3)        long-term  TB  or  psychiatric  patient  in  institu- 
tion other  than  TB  or  certified  mental   institu- 
.  tion  '' 


(4)    independent  laboratory  services  not  ordered  by 
physician 


(5)    home  health  services  not  properly  certified  for 
patient 


Some  or  all  of  the  following  situations  may  be  relevant 
to  an  individual  state,  depending  on  the  regulations 
or  policy  of  that  state. 


(6)    emergency  transportation  without  documentation 


(7)    home  health  agency  services  provided  to  a 

patient  in  a  hospital,  SNF,  ICF,  or  government 
institution 


(8)    home  health  aide  claim  submitted  by  member  of 
recipient's  immediate  household 


(9)    domestic  or  housekeeping  services 


(10)    day  care  services 


(11)    "meals  on  wheels' 


(12)    custodial  care 


A-24 


Does  claim  require  name 
and  license  number  of 
referring  physician? 


What  controls  are  exercised 
on  enrollment  of  such 
providers? 


How  can  such  services  be 
distinguished  from  home 
health  services? 


How  can  such  services  be 
distinguished  from  home 
health  services^  from  hospital 
outpatient  care? 

How  can  such  services  be  dis- 
tinguished from  home  health 
services? 

How  can  such  services  be  dis- 
tinguished from  home  health 
services? 
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13)   psychological  testing  for  educational  diagnosis, 
school  or  institutional  placement,  or  on  court 
order 


14)   physical  or  speech  therapy  claim  without  proof 
of  medical  referral  by  physician 


15)   speech,  physical  or  occupational  therapy 
outside  of  institution 


16)   remedial  education 


17)   services  of  Christian  Science  nurses  or  spiritual 
healers 


18)   private  duty  nurse  or  attendant 


19)   chiropractor  services 


20)   audiologist  services 


21)   psychologist  or  social  worker  services 


22)   routine  foot  care 


23)   family  planning  services  or  supplies 


24)   medical  equipment  and  supplies 


25)   prosthetic  devices 


27)   false  teeth,  wigs,  artificial  breasts,  hearing 
aids 
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